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Abstract
Human  trafficking,  a form  of  modern-day  slavery,  is a violation  of  human  rights  and a
public  health  issue.  Affecting  millions  worldwide,  a high  prevalence  of  human  trafficking
exists  in  the  United  States  (US).  Traffickers  target  vulnerable  victims  in an effort,
through  coercion  and  exploitation,  to benefit  financially,  perpetuating  the issue  of  supply
and  demand.  Lacking  a specific  demographic,  traffickers  opportunistically  seek  out
victims,  such  as targeting  runaway  and  homeless  youth,  those  sold  through  poverty,  or
those  surviving  in conditions  caused  by  natural  disaster.  Multidisciplinary  health  care
staff  are uniquely  positioned  to recognize,  assess, and intervene  when  encountering
victims  who  seek  medical  care  in an emergency  room  (ER)  while  under  the  control  of
their  trafficker.  Healthcare  workers,  however,  lack  education  on how  to recognize  or
interact  with  human  trafficking  victims,  which  contributes  to missed  opportunities  for
victim  intervention  and  rescue.  This  project  outlines  a protocol  to educate
multidisciplinary  staff  working  in the ER  to recognize  common  red  flags  associated  with
human  trafficking,  to train  providers  to use trauma-informed  care  (TIC)  principles
infused  with  Watson's  Carative  Factors  when  assessing  patients,  and outlines  a plan  to
create  a resource  toolkit  to efficiently  match  interventions  to the unique  presentation  of  a
suspected  victim.  A  care  protocol  for  human  trafficking  victims  is one step nurses  can
take  to highlight  the need  to care  for  this  vulnerable  population.  Nurses  can also  drive
research,  vet  assessment  tools,  and initiate  or endorse  legislation  to aid  victims  in the
fight  against  human  trafficking.
Keywords:  human  trafficking,  management  of  human  trafficking  victims,
emergency  room,  trauma  informed  care,  Jean Watson,  education
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Trafficking  Victims  in  the  Emergency  Room  Setting
Chapter  One:  Introduction
Human  trafficking,  a form  of  modern-day  human  slavery,  is a public  health  issue.
Additionally,  trafficking  is a violation  of  human  rights  affecting  the  most  vulnerable.
The  global  issue  of  human  trafficking  is not  specific  to gender,  religion,  age,  sexual
orientation,  or socioeconomic  class  and  does  not  require  physical  transportation  of  a
victim  (Shandro  et al.,  2016).  According  to Shandro  et al. (2016),  "between  2008  and
2012,  the  National  Human  Trafficking  Resource  Center  (NHTRC)  hotline  call  analysis
revealed  that  41%  of  sex  trafficking  cases  and  20%  of  labor  trafficking  cases  referenced
United  States  (US)  Citizens"  (p. 501).  According  to the  Women's  Foundation  of
Minnesota  (WFM)  (2017),  Minnesota  has a high  incidence  of  human  trafficking.  To
protect  human  trafficking  victims  in  Minnesota,  the  Safe  Harbor  for  Sexually  Exploited
Youth  Law  was  enacted  in  2011  (Safe  Harbor  Minnesota,  2017).  Safe  Harbor  Minnesota
(2017)  provides  resources  and  services  to sexually  exploited  youth.  When  individuals
who  are exploited  seek  medical  care,  health  care  workers  must  be prepared  to recognize
and  care  for  victims  of  human  trafficking.  When  human  trafficking  victims  come  to an
emergency  room  (ER),  ER  personnel  (i.e.  nurses,  doctors,  physician  assistants  and  other
interdisciplinary  team  members)  are  in  a unique  position  to identify,  assess,  and  provide
resources  to those  they  suspect  are being  trafficked.  Consequently,  developing  a standard
protocol  to utilize  when  working  with  a patient  suspected  of  being  trafficked,  ER
personnel  at a busy  metropolitan  hospital  will  be better  prepared  to identify,  assess,  and
intervene  while  caring  for  a person  they  suspect  is being  trafficked.
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Background  of  the  Project
The  United  Nations  Office  on  Drugs  and  Crime  (UNODC)  (2017)  considers
human  trafficking  a form  of  slavery  and  a severe  violation  of  human  rights.  The  '[JNODC
holds  the  globally  accepted  definition  of  human  trafficking  in  their  Protocolto  Prevent,
Suppress, and Punish Trafficking  by Persons document, defining human trafficking  as:
the  recruitment,  transportation,  transfer,  harbouring  or  receipt  of  persons,  by
means  of  the  threat  or  use  of  force  or  other  forms  of  coercion,  of  abduction,  of
fraud,  of  deception,  of  the  abuse  of  power  or of  a position  of  vulnerability  or  of
the  giving  or  receiving  of  payments  or  benefits  to achieve  the  consent  of  a person
having  control  over  another  person,  for  the  purpose  of  exploitation.  Exploitation
shall  include,  at a minimum,  the  exploitation  of  the  prostitution  of  others  or other
forms  of  sexual  exploitation,  forced  labor  or  services,  slavery  or practices  similar
to slavery,  servitude  or  the  removal  of  organs.  (para.  2)
According  to Shandro  et al. (2016),  the  United  States  Trafficking  Victims  Protection  Act
(TVPA)  separates  human  trafficking  into  three  categories:
1.  Labor  or services,  through  the  use  of  force,  fraud  or coercion  for  the  purpose  of
subjection  to involuntary  servitude,  peonage,  debt  bondage  or slavery.
2.  Commercial  sex  act  through  the  use  of  force,  fraud,  or  coercion.
3.  Any  commercial  sex  act  if  the  person  is younger  than  18 years,  regardless  of
whether  any  form  of  coercion  is involved.
Shandro  et al. stated  that  between  2008  and  2010,  "the  US  Department  of  Justice  found
that  83%  of  confirmed  sex  trafficking  victims  were  US  Citizens"  (p. 501).  Because  of
the  clandestine  nature  of  trafficking,  accurate  statistics  are  difficult  to obtain.  However,
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Shandro  et al. estimated  that  annually  100,000  to 300,000  children  are at risk  for
exploitation  in  the cornrnercial  sex trafficking  industry.
The  issue  of  trafficking  is especially  timely  in Minnesota  as it prepares  to host  the
National  Football  League  (NFL)  Super  Bowl  in 2018.  Former  Texas  Attorney  General
Greg  Abbott  in  2011 (as cited  in  Withers,  2017)  said,  "The  Super  Bowl  is the greatest
show  on  earth,  but  it also  has an ugly  underbelly.  It's  commonly  known  as the single
largest  human  trafficking  incident  in the United  States"  (para.  2). Withers  (2017)
reported  that  the  Houston,  Texas,  mayor  and  top  police  officials  acla'iowledged
trafficking  surrounding  the  2017  Super  Bowl.  The  NFL  is reportedly  not  acknowledging
the issue  based  on lack  of  evidence  and documented  cases. Withers  wrote  the following:
The  NFL  maintains  its denial  of  the correlation  between  their  highest-grossing
event  and increased  levels  of  sex trafficking  activity.  NFL  spokespeople
repeatedly  have  called  the connection  an urban  legend,  pointing  to a lack  of
evidence  that  arrests  for  trafficking  increase  with  the descent  of  thousands  of
Super  Bowl  fans  into  the host  city.  But  that  position  is misguided.  The
underground  nature  of  trafficking  means  that  much  of  the activity  goes
undocumented,  but  that  doesn't  mean  it doesn't  exist.  This  serious  societal
problem  is too  important  to refute  or ignore  because  of  stubborn  denials  or a lack
of  data.  (para.  1)
Gorenstein  (2016a),  a Miruiesota  Public  Radio  reporter,  developed  a three-part
audio  series  on human  trafficking  in healthcare  for  National  Public  Radio.  The  series
describes  encounters  of  trafficking  victims  in  US emergency  rooms.  For  the purposes  of
this  project,  the terms  emergency  room  (ER)  and emergency  department  (ED)  will  be
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used  interchangeably.  Gorenstein  told  of  an ER  triage  note  that  read,  "I  have  a tracker  in
me"  (para.  2). Gorenstein  described  a young  ER  resident  who  assumed  he had  a patient
needing  a psychiatric  consult,  which  was  common  in  the  busy  ER  in  the  major  American
city  where  he worked.  However,  the  resident  reported  feeling  there  was  something
different  about  this  patient.  The  results  of  an x-ray  showed  "a  small  glass  capsule  with  a
little  almost  like  a circuit  board  inside  of  it"  (para.  10). He  identified  a radio  frequency
identification  chip  used  to tag  cats  and  dogs.  The  resident  stated,  "Someone  had  tagged
her  like  an animal  like  she was  somebody's  pet  that  they  owned"  (Gorenstein,  2016a,
para.  8). The  resident  recalled  the  ER  staff  was  stunned  into  silence,  considering  this
patient's  plight  and  realizing  she was  considered  someone's  property  as opposed  to a
human  being.
As  part  of  Gorenstein's  (2016b)  research  for  the  National  Public  Radio  series,  he
shared  the  story  of  Jolene,  an 18-year-old  who  had  been  in  and  out  of  foster  care  homes,
lived  with  her  boyfriend  for  a time,  and  when  that  stopped  being  an option,  met  a middle-
aged  man  named  Darrell  while  staying  in  a homeless  shelter.  After  a night  of  drinking,
Jolene  woke  to find  all  her  belongings  confiscated.  She  had  no passport,  no
identification,  no  identity,  and  as she soon  found  out,  no freedom.  Jolene  traveled  with
Darrell  to different  cities,  staying  in  different  hotels  every  night.  She  was  beaten,  starved,
threatened,  and  humiliated  to ensure  he maintained  control.  When  Jolene  went  to the  ER
for  a simple  infection,  she was  finally  alone.  She  described  her  mind  spinning.  She
wanted  to discuss  her  situation  with  the  doctors  and  nurses  but  was  unsure  if  they  could
keep  her  safe.  She also  knew  Darrell  could  appear  at any  time.  The  healthcare  workers
asked  their  standard  questions  but  reportedly  in a manner  that  assured  they  could  check
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their  boxes  not  giving  the  impression  they  cared.  Jolene  left  the  ER  and  went  back
outside  to where  Darrell  was  waiting.  Looking  back,  Jolene  is not  sure  she was  ready  to
leave  the  life  of  sex  trafficking  at that  point.  However,  she wondered  if  someone  had
asked  her  about  her  out  of  control  simple  infection  whether  she would  have  been
comfortable  sharing  her  story  and  asking  for  help.  The  significance  of  this  story  is that
she perceived  no one  she encountered  during  her  ER  visit  cared.
Miru'iesota  is not  exempt  from  the  issue  of  trafficking.  Statistics  specific  to
trafficking  significance  in  Minnesota  are difficult  to obtain  as there  is not  a centralized
database  for  data  once  victims  are identified.  Among  those  combating  sex  trafficking,
there  is an ongoing  conversation  of  flagging  the  charts  of  trafficking  victims  in  electronic
health  records.  However,  iSsues  surrounding  patient  privacy  prevent  the  discussion  from
moving  forward.  The  WFM  (2017),  a non-profit  focused  on  innovation  and  driving
gender  equity  in  Minnesota,  identifies  the  prevalence  of  child  prostitution  in  Minnesota
among  the  top  13 states  in  the  nation  through  work  done  by  the  Federal  Bureau  of
Investigation.  The  WFM  also  has  noted  that  on  any  given  weekend  in  Minnesota,  up  to
45 girls  under  age 18 are sold  for  commercial  sex  purposes.
In  2011,  Minnesota  passed  the  Safe  Harbor  for  Sexually  Exploited  Youth  Law.
For  the  first  time,  youth  (up  to age 24)  are considered  victims  not  criminals  for  activities
involving  the  cornrnercial  sex  industry.  In  Minnesota,
a commercial  sexual  activity  occurs  when  anything  of  value  or a promise  of
anything  of  value  (e.g.,  money,  drugs,  food,  shelter,  rent,  or higher  status  in  a
gang  or group)  is given  to a person  by  any  means  in  exchange  for  any  sexual
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activity.  A  third  party  may  or may  not  be involved.  (Safe  Harbor  Minnesota,
2017,  para.  3)
The  Safe  Harbor  Law  allows  resource  allocation  to human  trafficking  victims.  Resources
include  regional  navigators,  housing  and shelter,  comprehensive  services,  and  training
and  protocol  development  (Safe  Harbor  Minnesota,  2017).
There  is an identified  need  for  healthcare  workers  to be informed  and  prepared  to
care  for  a trafficking  victim.  "Emergency  providers  are in a unique  position  to identify
victims  of  human  trafficking,  who  frequently  seek  medical  care,  with  28%-88%  reporting
a visit  to a medical  provider  during  their  period  of  exploitation"  (Shandro  et al., 2016,  p.
502). Shandro  et al. (2016)  also  stated  that  "among  a U.S.  sex trafficking  cohort,  63.3%
stated  they  had  interfaced  with  emergency  departments  during  their  time  of  exploitation"
(p. 502).  Because  of  a lack  of  sex trafficking  education  and  overall  awareness,  the
medical  profession  fails  to recognize  the signs  and  symptoms  that  signal  the need  for
intervention.  According  to Gibbons  and Stoklosa  (2016),  many  of  society's  most
vulnerable  populations  seek  healthcare  in  the nation's  ERs.  Historically,  ERs  have  been
considered  a haven  for  those  seeking  care. Victims  of  trafficking  should  be no exception
but  instead  go unrecognized  and  untreated  in this  environment  (Gibbons  & Stoklosa,
2016).  The  difficult  nature  of  trafficking  is the unwillingness  of  victims  to self-identify
abuse  when  seeking  care  coupled  with  a lack  of  awareness  on the  part  of  ER  persoru'iel
how  to recognize  a human  trafficking  victim  (Shandro  et al., 2016).  Many  ER  personnel
are not  trained  to efficiently  or compassionately  recognize  and  care  for  victims  of
trafficking
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The  purpose  of  this  project  is to develop  a hospital  protocol  to educate
multidisciplinary  staff  to recognize  signs  commonly  associated  with  human  trafficking
and  educate  hospital  emergency  staff  how  to approach  and  interact  with  someone  they
suspect  to be at risk  of  human  trafficking.  In  addition,  the  project  will  review  a toolkit  of
interventions  that  can  be individualized  to aid  potential  human  trafficking  victims  in  an
ER  in  the  Midwest.
The  protocol  will  be developed  for  a major  Midwestern  metropolitan  academic
teaching  hospital.  The  hospital  has five  adult  and  pediatric  ERs  at the  facility;  the  adult
ERs  collectively  serviced  54,000  patients  in  2016  (C.  Christen,  personal  communication,
February  16,  2017).  The  ERs  treat  a variety  of  medical  and  mental  health  issues.  This
project  will  focus  on  the  approximately  34,000  patients  serviced  in  two  of  the  five  ERs.
Of  the  34,000  patient  total,  5,000  patients  were  seen  for  behavioral  health  related  iSsues
as opposed  to medical  conditions  (C.  Christen,  personal  communication,  February  16,
2017).  The  scope  of  this  project  will  focus  on 16  -  24-year-old  patients  seeking  care  at
the  adult  ERs  (medical  and  behavioral)  on  one  hospital  campus.  This  age group  is at an
increased  risk  for  trafficking  and  may  present  for  care  and  go unrecognized  if  the  hospital
staff  is not  aware  how  to recognize  common  signs  of  human  trafficking.
Significance  of  the  Project
The  commercial  sex  industry  is driven  simply  by  supply  and  demand.
O'Callaghan  (2012)  identified  an estimate  by  the  International  Labour  Organization
(ILO)  that  "the  global  trafficking  industry  collects  as much  as $32  billion  annually.  The
earnings  potential  for  traffickers  stems  in  part  of  the  low  cost  and  reusable  nature  of  the
commodity"  (p. 499).  It  is well  supported  in  the  literature  that  victims  of  sex  trafficking
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are seen by  healthcare  providers,  often  in an ER  setting,  at some  point  during  their  time
of  captivity.  Gorenstein  (2016c)  stated,  "there  are 5,686  hospitals  in the United  States,
and 60 of  them  have  a plan  in  place  if  someone  who  is being  trafficked  walks  through  the
door"  (para.  6). That  represents  about.Ol%  of  ERs  having  a protocol  in place  to manage
a victim  of  human  trafficking.  Employees  working  in an ER  setting  are on the  front  line
to notice  a victim  of  trafficking  when  the  victim  presents  for  services.  Consequently,  it is
important  to understand  why  health  care  workers  miss  identifying  victims,  the likelihood
of  a victim  to present  for  care,  and common  health  care issues  a victim  may  exhibit.
Chaffee  and English  (2015)  noted  that
37-50%  of  sex trafficking  victims  come  into  contact  with  healthcare  providers
while  they  are being  trafficked.  Although  healthcare  providers  -  including
obstetricians  and gynecologists  -  do see victims  and  survivors  of  sex trafficking,
they  often  go unrecognized.  Some  of  the barriers  to identification  include  lack  of
education  and  training  of  healthcare  providers  to recognize  victims,  lack  of
protocols  for  victim  identification  within  various  healthcare  systems,  mistrust  by
victims  of  adults/authority  figures,  language  barriers,  and victims'  shame  or guilt
about  their  situation.  (p. 341)
Caregivers  at the facility  where  the protocol  will  be piloted  verbalize  they  likely  see
trafficking  victims  but  admit  they  are not  looking  for  them  and would  not  know  how  to
pick  up signs  of  trafficking  (C. Christen,  personal  communication,  February  17, 2016).
Various  authors  referenced  victims  who  are transported  into  the  US from  other
countries,  as well  as trafficking  victims  already  within  the country.  Among  them,  Miller,
Decker,  Silverman,  and Raj (2007)  wrote  the  following:
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Health  care  settings  are often  not  geared  to inquiring  about  trafficking
experiences,  and  health  professionals  receive  little  training  on  the  particular  health
and  social  vulnerabilities  experienced  by  new  immigrants,  in  particular,  those  who
may  be undocumented  and  may  have  been  trafficked.  (p. 490)
Miller  and  Sartor  (2016)  also  recognized  the  need  for  healthcare  workers  to be better
educated  to recognize  and  intervene  on  behalf  of  human  trafficking  victims.  Miller  and
Sartor  wrote:
Along  with  a growing  body  of  research  and  the  increased  understanding  that  the
sex  trafficking  of  juveniles  in  the  U.S  is a critical  public  health  concern  comes  the
responsibility  for  organizations  and  governments  to support  comprehensive,
multidisciplinary  education  for  health  care  providers  (HCPs)  on  the  recognition,
treatment,  and  referral  of  these  young  victims  and  survivors.  (p. 4)
Miller  (2013)  stated,  "healthcare  providers  are one  of  the  few  groups  of  professionals
likely  to  interact  with  victims  of  human  trafficking  while  they  are  still  in  the  control  of
the  criminals  who  are  manipulating  and  profiting  from  them"  (p. 478).
A  patient  entrapped  in  trafficking  may  present  with  some  health  disparities
including  but  not  limited  to legal  insecurity;  poor  working  and  living  conditions;  social
restrictions  and  marginalization;  economic  exploitation;  and  physical,  sexual,  and
psychological  abuse  (Shandro  et al.,  2016).  Suspected  trafficking  victims  require  a
trauma-informed  approach  infused  with  care  and  compassion  to meet  them  where  they
are and  offer  hope  in  an otherwise  seemingly  hopeless  situation.  A  trauma-informed
approach  in:tused  with  nursing  theory  may  set the  tone  for  working  with  sex  trafficking
victims.
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Theoretical  Framework
Watson's  (2008)  Theory  of  Human  Caring  centers  around  10 Carative  Factors
(CFs).  Each  CF is interwoven  and dependent  on the  nurse's  relationship  with  the  patient.
Although  the  theory  has evolved  to the Carative  Processes  "The  ten  original  Carative
Factors  (1979)  remain  the  timeless  structural  core  of  the  theory  while  allowing  for  their
emergence  into  more  fluid  aspects  of  the  model  captured  by  the ten  Carative  Processes"
(Watson,  2008,  p. 30). This  project  will  utilize  the CFs with  the ability  to move  to the
Carative  Processes  as work  evolves.  This  section  will  incorporate  Watson's  Theory  of
Human  Caring  and specifically  the 10 CFs  into  the care  of  a patient  suspected  to be a
victim  of  human  trafficking.
Watson's  (2008)  Theory  of  Human  Caring  requires  nurses  to revisit  their
humanistic/altruistic  system  of  values  and ensure  they  extend  themselves  in their
encounters  with  patients  (Tomey  &  Alligood,  2006).  Watson  reinforces  this  concept  by
encouraging  caregivers  to be in equanimity  with  their  patient  as patients  relate  their
experiences.  Watson  stated,  "if  there  is pain  or discomfort,  worry  or fear,  the  sensations
flow  more  easily  as you  observe  them  without  interference,  without  judging  them"  (p.
57). Watson  advised  caregivers  building  a relationship  with  a patient  "when  one is
distressed  or suffering,  the  practice  of  equanimity  lessens  the suffering,  decreasing  the
discomfort  in  the  body"  (p. 57). Watson  (as cited  in  Tomey  &  Alligood,  2006)  reinforced
to nurses  that  giving  of  themselves  offers  hope  and  faith  to the  patient,  ensuring  a more
holistic  approach  to developing  an effective  nurse-patient  relationship.  During  an
assessment,  healthcare  providers  will  need  to set aside  any  personal  bias  they  have
toward  human  trafficking,  prostitution,  belief  systems,  stereotypes,  and  cultural  aspects  of
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care  (Miller  &  Sartor,  2016).  An  extension  of  that  relationship  is the  nurse  meeting  the
patient  halfway  in  building  trust  through  deliberate  sensitivity  and  sharing  of  feelings
about  the  situation  or observation  (Tomey  &  Alligood,  2006).  Watson  (2008)  stated:
By  being  sensitive  to our  own  Carative  consciousness,  not  only  are  we  able  to offer
and  enable  another  to access  his  or  her  own  belief  system  of  faith-hope  for  the
person's  healing,  but  we  may  be the  one  who  makes  the  difference  between  hope
and  despair  in  a given  moment.  (p. 62)
Working  through  Watson's  Carative  model,  the  caregiver  transitions  to the  third  and
fourth  CFs,  developing  the  helping-trust  relationship.  The  helping-trust  relationship
"promotes  and  accepts  the  expression  of  both  positive  and  negative  feelings"  (Tomey  &
Alligood,  2006,  p. 96). While  at times  difficult,  these  two  steps  are necessary  to ensure
the  occurrence  of  real  and  honest  exchanges  between  the  patient  and  caregiver.  Watson
(2008)  reminded  healthcare  providers  to be mindful
when  we  are  unaware,  unreflective,  about  self  and  life,  that  we  harden  our  self  to
the  feelings  of  others  and  close  down  our  hearts,  making  us insensitive  and  even
cruel  just  when  others  may  be most  in  need  of  our  loving-kindness,  concern,
compassion,  and  sensitivity.  (p. 69)
Nurses  must  remain  focused  during  this  time  and  provide  empathy  and  demonstrate
acceptance  of  information  provided  by  the  individual  who  is being  trafficked.  As  an
anonymous  trafficking  survivor  related,  it is imperative  with  this  patient  population  that
caregivers  are not  shocked  and  reserve  judgment  of  what  they  are  hearing.  According  to
Macias-Konstantopoulos  (2016),  a caregiver  must  also  realize  that  during  this  time  of
sharing,  the  patient  may  appear  hostile  or  difficult;  however,  the  caregiver  should  not
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take  this  hostility  personally.  The  patient's  sharing  is the  most  important.  Tomey  and
Alligood  (2006)  reinforced  that  while  listening  to the  patient,  the  registered  nurse  (RN)
can  apply  the  elements  of  the  nursing  process  to the  situation,  ensuring  there  is a
scientific  approach  to  promoting  systemization  and  organization.  Often  lacking  tlie
ability  to trust,  Trossinan  (2008)  states  "rnnses  are skilled  at quickly  building  trust  witli
patients,  wliich  can  allow  tlien'i  to effectively  intervene"  (para.  18).
Another  step  in  incorporating  Watson's  (2008)  CFs  involves  transpersonal
teaching  and  learning.  Tomey  and  Alligood  (2006)  asserted  this  step  allows  the  caregiver
to provide  information  to the  patient  without  the  guarantee  of  a cure.  Through  personal
knowledge,  providing  resources  as an intervention  is difficult  for  nurses  as they  may  feel
they  are  not  curing  the  situation.  Interpersonal  teaching  and  learning  shifts  the
responsibility  of  wellness  onto  the  patient,  such  as deciding  to leave  the  trafficking  life,
regaining  control,  providing  self-care,  and  determining  personal  needs.  Nurses  are
caregivers,  and  this  is a difficult  and  frustrating  concept  for  caregivers  who  are  trained  to
heal  through  practical  intervention.
Yet  another  step  in  applying  the  CFs  involves  nurses'  ability  to recognize  how  the
internal  and  external  environment  affects  the  patients'  outlook  on  their  situation.  This
element  Watson  (2008)  characterized  as the  most  difficult  to understand  conceptually.
Watson  stated,  "human  problems  reside  in  ambiguity,  paradox,  and  impermanence;
suffering,  healing,  miraculous  cures,  synchronicity  are all  part  of  the  dynamic  of
vibrating  possibilities  in  our  evolved  consciousness"  (p. 192).  Watson  added  that  "the
Carative  Nurse  is open  to other  happenings  at a higher  order  even  in  the  midst  of  modern
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science  and  concrete  treatment;  thus,  he or she is always  open  to the  mystery  of  a deeper
order  of  the  universe  unfolding  within  a bigger  picture  than  the  human  mind"  (p. 192).
Trafficking  victims  are complicated  spiritually,  emotionally,  physically,  and
psychologically.  Subsequently,  they  are  often  unable  to process  their  needs  and  require
caregivers  to make  an investment  of  themselves  when  providing  care. As  the  patients
process  their  circumstances,  the  nurse  must  also  recognize  the  priority  of  patients'  needs.
Tomey  and  Alligood  (2006)  asserted  recognizing  basic  needs  must  be fulfilled  before
higher  level  needs  can  be realized.  For  a nurse  caring  for  a patient  suspected  of  being
trafficked,  significant  time,  effort,  patience,  and  investment  are  required.
The  final  step  in  the  CFs  encourages  nurses  to put  all  the  steps  together  and  help
patients  understand  how  all  the  pieces  fit  together  and  encourage  overall  health  and  well-
being.  Tomey  and  Alligood  (2006)  asserted  that  according  to Watson  "this  goal  is
accomplished  by  teaching  patients'  personal  changes  to promote  health,  providing
situational  support,  teaching  problem-solving  methods  and  recognizing  coping  skills  and
adaptation  to loss"  (p. 96).  Watson  (2008)  described  nursing  care  as "translating  a deep
ethic,  an  authentic  value  system,  along  with  theory  and  knowledge,  into  living  and
breathing  models  of  caring  and  healing  in  our  daily  work"  (p. 197).  The  time  any  one
health  care  provider  will  have  with  a trafficking  victim  is indeterminable.  Gibbons  and
Stoklosa  (2016)  recommended  that  "it  is helpful  for  the  clinicians  to reassure  patients  that
they  are  in a safe  place,  to exhibit  empathy,  and  to have  an appreciation  of  the  physical
and  mental  trauma  that  they  have  endured"  (p. 717).  Gibbons  and  Stoklosa  'further
explained,  "approaching  a potential  victim  of  human  trafficking  in a trauma-informed,
empowering,  nonjudgmental  manner  is crucial"  (p. 717).
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Transpersonal  caring  is an element  of  Watson's  (2008)  theoretical  framework  that
is essential  in  building  a trusting  and  healing  relationship  with  a patient.  The  caring
relationship,  Watson  believes  "preserves  human  dignity,  wholeness,  and  integrity;  it is
characterized  by  the  nurses  mind'ful,  intentional  presence  and  choice,  in  that  the  nurse  can
choose  how  to be in  a caring  moment"  (pp.  77-78:).  Watson  further  described  the
transpersonal  caring  relationship:  "the  notion  of  transpersonal  invites  full  loving  -
kindness  and  equanimity  of  one's  presence-in-the-moment,  with  an understanding  that  a
significant  caring  moment  can  be a turning  point  in  one's  life"  (p. 79). Watson
explained,  "The  nurse  is alert  and  responsive  to what  is present  and  emerging  for  the
other  in  this  given-now-moment"  (p. 79). Transpersonal  caring  is a crucial  element  of  the
Carative  framework  required  to recognize  subtle  clues  trafficking  victims  give  during
their  time  with  a caregiver.
Human  trafficking,  a form  of  modern-day  slavery,  "has  been  reported  throughout
the  United  States  and  the  District  of  Columbia"  (Macias-Konstantopoulos,  2016,  p. 582).
Macias-Konstantopoulos  (2016)  related  that  human  trafficking  affects  an estimated  20
million  of  the  world's  most  vulnerable  people.  The  global  issue  of  human  trafficking  is
not  specific  to gender,  religion,  age,  sexual  orientation,  or  socioeconomic  class  and  does
not  require  physical  transportation  of  a victim  (Shandro  et al.,  2016).  Gibbons  and
Stoklosa  (2016)  believe  that  "emergency  medicine  clinicians  and  other  ED  providers  are
on  the  frontlines  of  human  trafficking  victim  identification  and  care"  (p. 716).  Gibbons
and  Stoklosa  further  stated,  "many  human  trafficking  victims  go unrecognized  or
untreated  when  they  present  to the  ED"  (p. 716).  The  next  chapter  will  review  literature
that  further  describes  human  trafficking  with  a focus  on sex  trafficking,  the  current  state
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combined  with  the education  needs  of  ER  health  care  workers  to identify,  assess and
intervene  if  someone  is suspected  of  being  trafficked,  and  a more  in-depth  look  at
application  of  Watson's  Caring  Theory  to the care  of  a human  trafficking  victim.
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Chapter  Two:  Review  of  the Literature
Human  trafficking  is a "significant  human  rights  and global  health  problem"
(Miller,  2013,  p. 477;  Miller  et al., 2007,  p. 486;  Shandro  et al., 2016,  p. 501). Shandro  et
al. (2016)  estimated  that  there  are 20.9  million  victims  of  forced  labor,  with  4.5 million
victims  of  forced  sexual  exploitation  included  in  that  estimation  (p. 501).  The  US  has one
of  the largest  trafficking  markets  and is a global  destination  for  trafficking,  second  only
to Germany  (Dovydaitis,  2010).  Human  trafficking  is an umbrella  term  that  includes
labor  and  sex trafficking.  This  chapter  focuses  on further  defining  human  trafficking,
issues  with  recognition  of  victims,  and  application  of  Watson's  Caring  Theory  infused
with  trauma-informed  care  (TIC)  approaches  when  interacting  with  human  trafficking
victims.
Human  Trafficking  Overview
A  fine  line  exists  between  labor  and sex trafficking.  Women  recruited  into  labor
or domestic  work  are often  sexually  exploited  as well.  Dr.  Hanni  Stoklosa,  a physician  in
the Human  Trafficking  Education  List  Serve,  cautioned  those  working  to implement
protocols  at their  healthcare  institution  against  focusing  exclusively  on labor  or sex
trafficking  (Kiss  et al., 2015).  Instead,  Stoklosa  encourages  all  health  care related  human
trafficking  protocols  remain  inclusive  of  labor  and sex trafficking  as victims  of
trafficking  may  experience  one or both  forms  of  exploitation,  and  the interventions  for  all
trafficking  types  are interchangeable  (Kiss  et al.,  2015).  Because  of  this  direction,  this
project  will  focus  on human  trafficking  as opposed  to labor  or sex trafficking
independently.
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Dovydaitis  (2010)  debunked  common  myths  that  human  trafficking  is primarily
an issue  in  other  countries  and  that  victims  originate  internationally.  In  her  work,
Dovydaitis  incorporated  statistics  identifying  400,000  domestic  minors  in  the US  being
involved  in some  form  of  human  trafficking  with  50,000  trafficked  into  the country
annually.  The  economic  gain  of  the  trafficker  drives  the exploitation  of  victims  causing
them  to be isolated  from  their  support  systems  and hidden  from  mainstream  society
(Hachey&Phillippi,2017).  Asaresult,traffickingvictimsaresubjectedtorepeated
physical,  psychological,  and sexual  assaults  (Hachey  &  Phillippi,  2017).  Hachey  and
Phillippi  (2017)  stated,  "Individuals  trafficked  are deprived  of  basic  human  rights,
autonomy,  freedom,  self-esteem,  ownership  of  their  body,  self-deternnination,  and a sense
of  safety"  (p. 32).
Human  trafficking  from  a health  care  or public  health  perspective  is a new  health
concept  affecting  the  healthcare  industry  within  the last 10 years.  Quantitative  research  is
limited  because  of  the clandestine  nature  of  the criminal  activity  surrounding  human
trafficking.  Qualitative  research  is difficult  to obtain  as well,  but  in  some  contexts,  human
trafficking  victims  are willing  to share  their  stories  after  exiting  the life.  Lederer  and
Wetzel  (2014)  conducted  a mixed-method  study  with  a broad  subject  class  representing
various  ethnicities,  races,  as well  as geographical  locations.  The  study  identified  88%  of
98 total  trafficking  victims  sought  treatment  from  health  care  workers  while  in captivity
but  were  not  recognized  or aided  as a result  by health  care  practitioners  (Lederer  &
Wetzel,  2014).
In  their  work,  Lederer  and  Wentzel  (2014)  identified  hospital  ERs  as one of  the
clinical  areas victims  access  along  with  community  clinics,  urgent  cares,  and  community
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health  centers.  The  data  validates  there  is an issue  in the  health  care community  with
recognition  and  intervention  for  this  vulnerable  population  (Lederer  &  Wetzel,  2014).
Interaction  with  a health  care  worker  presents  a rare  opportunity  for  victim  identification
and intervention  due to the  trafficker's  need  to maintain  complete  control  over  the  victim
while  in  captivity,  limiting  the ability  for  a victim  to seek  assistance  (Lederer  &  Wetzel,
2014).
Human  Trafficking  Defined
The  {JNODC  (2017)  explained  three  elements  present  in human  trafficking:
@ The  Act  (What  was  done)  - Recruitment,  transportation,  transfer,  harbouring  or
receipt  of  persons  (para.  9)
*  The  Means  (How  it was  done)  - Threat  or use of  force,  coercion,  abduction,  fraud,
deception,  abuse  of  power  or vulnerability,  or giving  payments  or benefits  to a
person  in  control  of  the  victim  (para.  11)
*  The  Purpose  (Why  it was  done)  - For  the purpose  of  exploitation,  which  includes
exploiting  the prostitution  of  others,  sexual  exploitation,  forced  labour,  slavery  or
similar  practices  and  the removal  of  organs  (para.  13)
Human  trafficking  can be further  separated  into  the  three  categories  of  labor,  sex, and
organ  procurement  (Chaffee  &  English,  2015).  O'Callaghan  (2012)  identified  labor
trafficking  victims  often  work  in sweatshops,  as janitors,  in restaurants,  in hotels,  and  in
construction  while  cornrnercial  sex workers  are often  found  working  in  massage  parlors,
strip  clubs,  brothels,  in  the  pornography  industry,  and in escort  services.  Another  type  of
human  trafficking  involves  the organ  procurement  industry.  Organ  procurement  takes  on
three  forms  according  to tlie  UNODC  (2017):
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1. Traffickers  force  or deceive  the victim  to give  up an organ.
2. Victims  formally  or informally  agree  to sell  an organ  and are cheated  because
they  are not  paid  for  the organ  or are paid  less than  the agreed  upon  price.
3. Vulnerable  persons  are treated  for  an ailment,  which  may  or may  not  exist  and
thereupon  organs  are removed  without  the  victims'  knowledge
Chaffee  and  English  (2015)  estimated  that  sex trafficking  represents  the largest
segment  of  human  trafficking  in  the  US,  although  precise  numbers  are not  available.  In
the US,  human  trafficking  victims  do not  fit  a specific  demographic  but  come  from  all
socioeconomic  groups,  including  documented  and  undocumented  foreign  nationals  as
well  as U.S.  citizens  (Chaffee  &  English,  2015).  Victims  are identified  as adults,
children,  adolescents,  girls,  boys,  and  transgender  individuals  (Chaffee  &  English,  2015).
O'Callaghan  (2012)  stated,  "not  only  is trafficking  a human  rights  violation  involving
violence  perpetrated  largely  against  women  and children,  but  it is a significant  health
issue  and should  be addressed  as such"  (p. 498).
Sex trafficking  is a subset  of  human  trafficking.  It can be separated  further  into
the categories  of  domestic  minor  sex trafficking  (DMST),  prostitution,  and commercial
sexual  exploitation  of  children  (Hodge  &  Lietz,  2007).  Commercial  sex trafficking
occurs  when  victims  are coerced,  recruited,  sold  or abducted,  and forced  to have  sex  or
are sexually  exploited  (McNulty,  2014).  Barrows  and  Finger  (2008)  stated,
Congress  has determined  that  an individual  under  the age of  18 cannot  properly
consent  to this  activity,  which  is why  prostitution  under  age 18 is included  as a
form  of  severe  trafficking  in  the Trafficking  Victims  Protection  Act  of  2000.  (p.
522)
TRAFFICKING  VICTIMS  IN  THE  EMERGENCY  ROOM 20
DMST  refers  to US children,  under  age 18, who  are involved  in  the commercial  sex
industry  (Homer,  2015).  For  the  purposes  of  this  paper,  prostitution  and sex trafficking
will  be considered  independent  of  one another.  Prostitution  infers  a person  of  legal  age is
voluntarily  engaging  in  the  commercial  sex industry  as a means  of  occupation  or
monetary  survival.  Prostitution  also  infers  the individual  is maintaining  the monetary
gain  for  their  work.  Sex  trafficking  infers  the  involvement  of  recruitment,  coercion,  and
exploitation.  To understand  and address  the intricacies  of  human  trafficking,  one must
understand  what  drives  the demand  for  services.
Economics  of  Trafficking
Without  consumers  driving  demand,  sex trafficking  would  be nonexistent.  On  a
global  scale,  next  to illegal  activity  involving  drugs  and weapons,  human  trafficking  is
the third  most  profitable  illegal  enterprise  (Barrows  & Finger,  2008;  O'Callaghan,  2012;
Sabella,2011).  TheAdvocatesforHumanRights(2015)stated,"humantraffickingis
one of  the fastest  growing  criminal  industries  in  the world,  fueled  in  large  part  by  the
lucrative  business  of  trafficking  women  and girls  for  commercial  sexual  exploitation"
(para.  1 ).
According  to the International  Labour  Organization  (ILO)  (2014),  in the  private
economy,  forced  labor  generates  $150  billion  in illegal  profits  per  year. This  is more
than  three  times  their  original  estimate.  The  ILO  reported,  "two-thirds  of  the estimated
total  of  $150  billion,  or $99  billion,  came  from  commercial  sexual  exploitation,  while
another  51 billion  resulted  from  forced  economic  exploitation  including  domestic  work,
agriculture,  and other  economic  activities"  (para.  2). McNulty  (2014)  explained  how
gangs  are increasingly  becoming  involved  in  human  trafficking  because  of  the
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profitability  coupled  with  less  risk  than  drug  or  weapons  trafficking.  Hodge  and  Lietz
(2007)  reported  that  "unlike  narcotics,  which  are sold  and  used  once,  women  who  are
sold  into  prostitution  earn  profits  continually,  year  after  year,  for  their  exploiters  or
pimps"  (p. 166).  Traffickers  use  fear,  intimidation,  fraud,  and  coercion  to keep  victims
compliant  (McNulty,  2014).  Money  victims  earned  for  their  services  has some
requirement  to be paid  back  in  return  for  rent  and  food,  which  keeps  a victim  financially
dependent  and  unable  to leave  (Hodge  &  Lietz,  2007;  McNaulty,  2014).  This  form  of
coercion  and  manipulation  is known  as debt  bondage  (Sabella,  2011).  Many  in  the  US  do
not  believe  human  trafficking  is a significant  issue  in  this  country.  McNulty  (2014)
explained:
Our  own  Department  of  State  characterizes  the  United  States  as a source,  transit,
and  destination  country.  It's  estimated  that  from  14,500  to 17,500  people  are
trafficked  into  this  country  annually.  Within  U.S.  borders,  sex  trafficking  is the
most  prevalent  form  of  trafficking  in  U.S  citizens,  while  labor  trafficking  is the
most  prevalent  form  in  foreign  nationals.  Indeed,  after  Germany,  the  United
States  is reportedly  the  second  largest  market  for  women  and  children  trafficked
into  sex  work.  (p. 31)
Sabella  (2011)  recapped  that  "anywhere  there  is poverty,  a lack  of  employment
opportunities,  an increase  in  population,  mistreatment  of  women  and  children,  political  or
civil  unrest,  armed  conflict,  or  natural  disaster,  people  are vulnerable  to being  trafficked"
(p. 31 ). These  opportunities  encourage  healthcare  providers  to take  a closer  look  at who
may  become  a victim  of  trafficking.
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Who  is Trafficked?
Human  trafficking  literature  indicates  that  a standard  demographic  does  not  exist
for  victims  of  trafficking  (Chaffee  &  English,  2015;  Macias-Konstantopoulos,  2016;
Shandro  et al.,  2016).  The  issue  of  human  trafficking  is prevalent  in  the  US  (Shandro  et
al.,  2016).  Between  2008  and  2010,  83%  of  confirmed  victims  of  sex  trafficking  were
US  citizens  according  to the  US  Department  of  Justice  (Shandro  et al.,  2016).  During  the
same  timeframe,
The  NFTRC  call  analysis  revealed  that  41%  of  sex  trafficking  cases  and  20%  of
labor  trafficking  cases  referenced  US  citizens  as victims.  In  the  United  States,  an
estimated  100,000  to 300,000  children  per  year  are  at risk  for  exploitation  in  the
commercial  sex  trade.  (Shandro  et al.,  2016,  p. 502)
Macias-Konstantopoulos  (2016)  found  that  "83%  of  confirmed  sex  trafficking  victims
were  U.S.  citizens,  87%  of  victims  were  under  the  age  of  25,  and  90.7%  of  confirmed
victims  were  female"  (p. 582).  Macias-Konstantopoulos  pointed  out  men  and  boys  are
likely  underreported  due  to gender  norms  while  transgender  persons  have  not  been
adequatelystudied.  AccordingtoHorner(2015),Americanteenswhohaverunawayor
are considered  thrown  away  are  at most  risk  of  becoming  trafficking  victims  to provide
for  their  daily  needs.  Hodge  and  Leitz  (2007),  as well  as Homer  (2015),  utilized  the  term
push-pull  to describe  a common  method  to lure  a victim  into  the  commercial  sex  industry
or into  a situation  better  than  where  they  are.  Hodge  and  Leitz  identified  poverty,  war,
natural  disaster,  and  lack  of  opportunity  as conditions  that  push  individuals  from  their
country  of  origin,  pulling  them  toward  notions  of  a glamorous  life  in industrialized
countries.  Hodge  and  Leitz  also  offered  insight  how  organized  crime  networks  have
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adapted  and  learned  to identify  and  capitalize  on  the  push-pull  factors  using  it  as a tool  to
recruit  and  traffic  the  most  vulnerable.  Traffickers  have  learned  to seek  out  the  most
vulnerable  individuals  as they  are easier  to control,  aiding  the  recruitment  effort  (Hodge
&  Leitz,  2007).
Recruitment
Various  forms  of  recruitment  tactics  exist  to gain  access  and  control  of  a human
trafficking  victim.  Human  trafficking  victims  are considered  a marginalized  population
at risk  for  health  disparities  because  of  the  clandestine  and  dangerous  nature  of  their
lifestyle.  Vasas  (2005)  defined  marginalization  as "the  process  through  which
individuals  or  groups  are peripheralized  on  the  basis  of  their  identities,  associations,
experiences,  and  environments"  (p. 194).  Human  trafficking  victims  are often
unwillingly  exposed  to individuals,  environments,  and  social  situations  that  threaten  their
overall  health  and  well-being,  increasing  their  risk  or susceptibility  to adverse  health
outcomes  (Vasas,  2005).  Traffickers  are opportunistic  entrepreneurs  who  prey  on
vulnerable  individuals  who  need  their  basic  needs  met.  Victims  often  include  adolescents
and  young  adults  with  a history  of  child  abuse  or  homelessness,  and  perhaps  those
identifying  as lesbian,  gay,  bisexual,  transgender,  or queer  who  struggle  to find  where
they  belong  (Chaffee  &  English,  2015;  Jimenez,  Jackson,  &  Deye,  2015;  Macias-
Konstantopoulos,  2016).  Among  sex  trafficking  victims  in  the  US,  40%  are children
used  for  prostitution  or sexual  exploitation  (McNulty,  2014).
Potential  trafficking  victims  may  themselves  be lured  from  their  homes  or  from
their  families  with  promises  of  a better  future,  more  opportunity,  or a better  life  (Hodge
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&  Lietz,  2007;  Shandro  et al.,  2016).  In  addition,  children  may  be kidnapped,  and  still
others  are sold  during  tough  times  to aid  families  monetarily  (Hodge  &  Lietz,  2007).
Research  shows  recruitment  into  DMST  can  be as subtle  as what  Horner  (2015)
described  as "finesse  pimping"  (p. 90). Horner  stated,  "Finesse  pimping  involves  using
kindness,  compassion,  or  gifts  such  as cash,  food,  clothes,  shelter  or  drugs  to make  the
teen  feel  grate:[ul  and  indebted  to the  pimp"  (p. 90). Another  common  strategy  involves  a
female  friend  working  on  behalf  of  the  pimp  slowly  introducing  the  lifestyle  and  showing
what  her  body  can  buy.  The  most  aggressive  form  of  recruitment  Horner  described  as
"guerilla  pimping"  (p. 90).  Guerilla  pimping  involves  breaking  down  a victim's
resistance  to street  trafficking  life  through  conditioning  efforts  involving  starvation,
confinement,  beatings,  rape,  threats  of  violence  to self  or family  members  and  forced
drug  use  (Homer,  2015).  Recruitment  strategies  also  may  involve  traffickers  targeting
children  and  teens  in  shopping  malls,  attending  a party  with  peers,  or  contact  made  via
the  Internet  (Homer,  2015).  Additionally,  other  victims  are  trafficked  at the  hands  of
their  own  family  members  or  caregivers  while  living  at home  (Horner,  2015).
Recruitment  is often  subtle,  and  victims  often  are not  suspecting  or recognizing
themselves  as victims.  Most  victims  are unaware  of  the  definition  of  human  trafficking.
This  vulnerable  population  often  clings  to belief  the  trafficker  is their  friend,  loved  one,
or someone  who  will  provide  necessities  for  them,  making  the  nature  of  the
victim/trafficker  relationship  difficult  to identify,  if  observed  in  a health  care  setting.
Victim  Recognition
Due  to the  clandestine  nature  of  sex  trafficking,  recognizing  signs  of  sex
trafficking  is difficult  when  patients  present  to a health  care  setting  such  as an ER.
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Compounding  the inability  to recognize  a sex trafficking  victim  is the lack  of  education
available  to interdisciplinary  team  members  who  work  in ERs. This  section  will  focus  on
how  traffickers  maintain  control  of  their  victims,  health  consequences  for  victims,  and
classic  signs  interdisciplinary  healthcare  workers  can observe  to recognize  a potential
human  trafficking  victim.
Control  of  the  Victim
Traffickers  consider  a victim  of  sex trafficking  a commodity  not  a human  being
with  rights.  This  mindset  ensures  traffickers  maintain  control  over  their  victim  by
ensuring  the  victim  is profitable  or in  other  words,  remains  an asset. A complex,  abusive
relationship  exists  between  a victim  and  the trafficker.  Traffickers  maintain  control  over
a victim  utilizing  various  forms  of  physical,  sexual,  and emotional  violence  and
manipulation  (Chaffee  &  English,  2015;  Hachey  &  Phillippi,  2017;  Hodge  &  Lietz,  2007;
Miller  & Sartor,  2016).  Often  alternating  tactics  are used  to confuse  victims.  Amid  the
abusive  behavior,  traffickers  may  create  trauma  bonds  or offer  acts of  kindness  and
promises  of  love  to foster  a closer  relationship  with  their  victim.  These  bonds,  otherwise
known  as Stockholm  Syndrome,  make  it emotionally  difficult  for  victims  to seek  help
(Chaffee  &  English  2015).  Traffickers  maintain  complete  control  over  their  victim  with
the goal  being  revenue  from  their  sale of  their  services.  Traffickers  may  require  victims
to have  a monetary  daily  quota.  The  trafficker  determines  where  and how  long  the victim
will  work,  how  much  to charge  for  services,  how  those  services  are performed,  and any
other  aspect  of  daily  life  including  eating,  speaking,  sleeping  or use of  the  bathroom
(Miller  & Sartor,  2016).
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Miller  and Sartor  (2016)  refened  to youth  trapped  in  DMST,  and other  literature
also  supports  similar  tactics  used  to control  trafficking  victims  of  any  age. Hachey  and
Phillipi  (2017)  stated,  "Often  victims  of  human  trafficking  remain  trapped  through  the
use of  physical  and psychological  confinement,  as traffickers  use methodical  tactics
designed  to reduce  the victim's  resistance  and increase  dependence"  (p. 36). In
conjunction  with  physical  tactics  to maintain  control,  traffickers  often  utilize
psychological  methods  to achieve  compliance  including  abuse,  shame,  and degradation  to
achieve  required  submission  (Hachey  &  Phillipi,  2017).  The  psychological  tactics
imposed  by  a trafficker  are powerful  and are known  to play  a role  in preventing  victims
from  leaving  the  trafficking  situation  if  the opportunity  presents  (Hachey  &  Phillipi,
2017).
Literature  supports  human  trafficking  is prevalent  throughout  the US,  making  it
likely  for  healthcare  workers  to encounter  victims  (Macias-Konstantopoulos,  2016;
Sabella,  2011).  Healthcare  workers  need  to be armed  with  education,  knowledge,  and
resources  to recognize  a victim.  Additionally,  healthcare  workers  must  have  resources
readily  available  to provide  victims  assistance  with  their  immediate  care  needs  and  have
efficient  access  to real-time  interventions.  Based  on the prevalence  of  trafficking,
healthcare  workers  are in a unique  position  to interact  with  trafficking  victims  and  thus
are in a unique  position  to intenupt  the cycle.
Members  of  the health  care  community  are recognizing  they  cannot  allow  the
exploitation  of  humans  to flourish.  Human  trafficking,  prevalent  in cornrnunities,  will
require  an interdisciplinary  approach  to ensure  health  care  workers  are able  to recognize
signs  of  human  trafficking.  It is imperative  that  healthcare  workers  are vigilant  in  their
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observations  and  informed  when  talking  with  patients,  so they  need  to position
themselves  to interrupt  the  cycle  of  human  trafficking.  One  European  study  of  trafficked
victims  found  that  "28%  sought  health  care  during  the  time  they  were  held  captive"
(Gibbons  &  Stoklosa,  2016,  p. 716).  Another  study  of  survivors  in  the  US  found  that
"88%  of  trafficking  victims  studied  sought  health  care  while  in  captivity"  (Gibbons  &
Stoklosa,  2016,  p. 716;  Lederer  &  Wetzel,  2014,  p. 77). Both  studies  indicated  that
health  care  workers  failed  to recognize  and  intervene  with  any  of  the  victims.
Emergency  medical  providers  and  multidisciplinary  frontline  ER  staff  are
positioned  to recognize  the  clinical  picture  or  red  flags  of  someone  involved  in  trafficking
exhibits;  however,  they  lack  the  education  and  tools  to do so (Gibbons  &  Stoklosa,  2016).
It  is important  to remember  that  human  trafficking  has  no  demographic  constraints  (race,
gender,  country  of  origin),  so every  patient  presenting  for  care  should  be screened
(Gibbons  &  Stoklosa,  2016).
Common  behaviors  and  warning  signs  include  the  presence  of  a controlling
individual,  delayed  treatment  for  a medical  condition,  inconsistent  presentation  of  illness
or  injury,  the  inability  of  the  victim  to articulate  his  or  her  geographical  location,  being
fear'ful  of  surroundings,  and  lacking  proper  identification  (Gibbons  &  Stoklosa,  2016).
Patients  may  present  with  signs  consistent  with  the  type  of  work  they  perform  such  as
organophosphate  toxicity  if  they  are a laborer  and  present  with  agricultural  exposures
(Gibbons  &  Stoklosa,  2016).  If  the  patient  is working  in  the  commercial  sex  industry,
common  presentations  include  sexually  transmitted  diseases,  trauma  to the  rectum  or
vagina,  retained  foreign  objects,  strangulation,  physical  abuse  including  oral  injuries,
broken  bones,  fractures  in  various  stages  of  repair,  bruising,  burns,  tattoos,  and  scars
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(Gibbons  &  Stoklosa,  2016).  Other  signs  may  include  pregnancy  complications,
complications  from  abortions,  or the disclosure  of  multiple  sex partners  (Gibbons  &
Stoklosa,2016).  Substanceabuseisalsocornmoninthispopulationalongwithissues
psychosocial  in nature,  including  paranoia,  post-traumatic  stress  disorder,  anxiety,
depression,  suicidality,  and chronic  pain  or memory  issues  (Gibbons  & Stoklosa,  2016).
It  is important  to note  that  the disclosed  presentation  may  not  be consistent  with  other
medical  or psychosocial  findings.  Dadi  and  Thimsen  (2015),  identified  common
behaviors  and  warning  signs  also  known  as red flags  (see Appendix  A),  along  with
associated  clinical  problems  (see Appendix  B). Health  consequences  facing  human
trafficking  victims  are discussed  in more  detail  in  the following  section.
Health  Consequences
Human  trafficking  victims  routinely  endure  health  issues  affecting  their  physical,
psychological,  and reproductive  health.  Acute  injuries  may  be accidental  or intentional,
sometimes  resulting  in death  (Macias-Konstantopoulos,  2016).  Sex trafficking  victims
are at increased  risk  for  sexually  transmitted  diseases,  pregnancy,  and forced  abortions
(Macias-Konstantopoulos,  2016).  Many  victims  also have  medical  conditions  with
infectious  disease-related  pathologies,  food  and sleep  deprivation,  and forced  substance
abuse  (Hachey  &  Phillippi,  2017;  Homer  2015;  Macias-Konstantopoulos  2016;
McNaulty  2014).
Studies  support  that  human  trafficking  victims  do seek  health  care  during  their
time  in captivity.  One  study  cited  "88%  of  victims  surveyed  were  medically  evaluated,  at
least  one  time,  during  their  time  in captivity"  (Macias-Konstantopoulos,  2016,  p. 582).
This  survey  also  identified  "63%  of  survivors  reported  having  received  care  there"  with
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none  of  the  victims  recognized  as a victim  of  trafficking  during  evaluation  by  medical
staff  (Macias-Konstantopoulos,  2016,  p. 583).
Victims  of  human  trafficking  present  to healthcare  institutions  with  health
conditions  varying  in  acuity  level.  McNulty  (2014)  stated,  "Those  in  control  view  their
victim  as property,  so they're  unlikely  to bring  victims  in  for  routine  healthcare.  They
seek  medical  attention  for  their  victims  only  if  a medical  problem  develops"  (p. 245).
Chaffee  and  English  (2015)  identified  common  health  conditions  associated  with
trafficking  victims  such  as "multiple  sexually  transmitted  infections,  HIV,  pregnancies,
miscarriages,  abortions  (sometimes  self-inflicted),  repeated  urinary  tract  infections,
multiple  injuries  from  physical  abuse,  and  numerous  undiagnosed  or unmanaged  chronic
medical  conditions"  (p. 341).  Human  trafficking  victims  suffer  a magnitude  of  physical
and  psychological  health  problems  resulting  from  illicit  drug  use,  food  and  sleep
deprivation,  extreme  stress,  physical  or  sexual  violence  related  to extremely  risky  sexual
behaviors  as well  as inhibited  access  to healthcare.  Other  health  conditions  facing
victims  include  depression,  aruiety  disorders,  severe  posttraumatic  stress  disorder,  and
suicidality(Chaffee&English,2015).  Oftenvictimsoftraffickingarecomparedto
victims  of  domestic  violence,  as some  of  the  presenting  symptoms  are similar.  Greene
(2016)  pointed  out  the  difference,  noting  that  the  domestic  violence  patient  is fear:tul  of
one  abuser;  trafficking  victims  fear  most  people  because  they  have  multiple  abusers.
Nursing  should  be mindful  of  these  differences  in  their  approach  to caring  for  a
trafficking  victim  versus  a victim  of  domestic  abuse.
Substance  abuse  is another  health  consequence  trafficking  victims  endure.  The
ER  nurse  manager  of  one  local  hospital  offered  insight  that  many  patients  present  to the
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ER  with  substance  abuse,  opioid  addiction,  alcohol  intoxication,  and withdrawal  (C.
Christen,  personal  cornrnunication,  February  17, 2017).  C. Christen  fiirther  reflected
these  patients  should  probably  have  been  screened  for  human  trafficking  had  her  medical
teamknownwhattolookfor(personalcommunication,Februaryl7,2017).  Ledererand
Wetzel  (2014)  quoted  a member  of  their  research  group,  also  a trafficking  survivor,  who
commented,  "I  am telling  you  that  you  have  to not  be in  your  sober  mind  to run  these
tricks  -  you  just  can't  do it straight,  so everyone  on  the street  is hooked  on some  drug"  (p.
68). Nurses  need  to consider  previous  trauma  when  encountering  a potential  victim  in
the ER.
Trauma-Informed  Care
When  caring  for  a patient  suspected  to be a victim  of  human  trafficking,  it is
important  to remember  trafficking  victims  suffer  several  traumatic,  sometimes  life-
threatening  events  and  experiences  that  violate  a person's  basic  human  rights.  It is
important  to approach  the experience  utilizing  trauma-informed  principles  and  thus  a TIC
approach,  which  includes  elements  of  ethics  and human  rights.  Human  trafficking
victims  need  to regain  a sense of  dignity,  safety,  control,  and  the ability  to make
decisions,  to question  their  options,  and assert  their  desires  (Abas  et al., 2009).  Those
working  in health  care  can  help  patients  they  fear  are trafficking  victims  develop  their
sense of  security,  self-esteem,  and self-determination  by  providing  care  that  promotes
self-respect,  confidentiality,  information  sharing,  informed  consent,  and individual
decision  making  (Abas  et al., 2009).
Abas  et al. (2009)  defined  TIC  as "recognizing  the impact  of  traumatic
experiences  (specifically,  a range  of  violence  that  may  include  abuse  prior  to the actual
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trafficking  experience) on an individual's  life and behaviour, and on their lsicl
perceptions of  themselves lsic] and their [sicl bodies" (p. 33). How a patient presents for
clinical  care is directly  tied  to these  previous  life  experiences  (Abas  et al., 2009).  Health
care  providers  may  see these  patients  briefly,  perhaps  while  they  are in transit,  utilizing  a
non-judgmental  comforting  approach  that  reinforces  the concept  that  everyone  deserves
to be treated  with  respect,  and no one deserves  to be hurt  (Abas  et al., 2009).  The
trauma-informed  approach,  like  Watson's  (2008)  CFs,  is intended  to build  trust  with
patients  by inviting  them  to openly  discuss  their  experiences  and  abuse.  The  two  theories
acknowledge  exposure  to violence;  however,  they  do not  require  a potential  victim  to
acknowledge  being  a victim  of  trafficking  and  do not  aim  to re-traumatize  patients  by
having  them  account  for  their  experiences  (Abas  et al.,  2009).  A  trauma-informed
approach,  combined  with  Watson's  CFs,  along  with  an institutional  response  plan  that
promotes  victim  and staff  safety,  will  go a long  way  to promote  the ability  for  victims  to
begin  to advocate  for  themselves.
A  human  trafficking  response  plan  promotes  a hospital's  ability  to support  staff
and  the  victim  if  a path  to educate  or rescue  is necessary.  A  health  care  team  that  can
deliver  care  that  in:tuses  compassion  and empowerment  with  advocacy  and a sense of
safety  will  promote  an environment  whereby  staff  has a servant  attitude  toward  patients,
and  patients  feel  cared  for,  secure,  and  receive  education  that  may  change  their  life.  The
next  chapter  will  discuss  how  a human  trafficking  response  plan  will  be implemented  at a
major  metropolitan  hospital.
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Chapter  Three:  Development  of  Practice  Project
Human  trafficking  is an international  issue  involving  crimes  that  violate  a victim's
human  rights.  Because  human  trafficking  affects  those  living  in  the  US  as well  as those
traveling  through,  health  care  workers  interact  with  this  patient  population  when  they
present  for  care. Due  to lack  of  knowledge  and  education,  healthcare  providers  may  not
recognize  a potential  victim.  Literature  supports  continued  gaps  in  human  trafficking
awareness  and  education  within  the  health  care  community  (Chaffee  &  English,  2015;
Drake,  2016;  Ernewein  &  Nieves,  2015;  Sabella,  2011).  This  chapter  will  focus  on
implementing  a protocol  in  the  ER  to intervene  on  behalf  of  a suspected  human
trafficking  victim.  This  project  aims  to provide  education  of  all  interdisciplinary  team
members  who  work  in  the  adult  ER: security  guards,  registrars,  triage  staff,  physicians,
physician  assistants,  health  unit  coordinators,  ER  technicians,  scribes,  social  workers,
behavioral  staff,  nutrition  services,  environmental  services  workers,  lab,  and  nurses.  This
chapter  will  outline  a plan  to (a) educate  interdisciplinary  health  care  workers  on  warning
signs  of  a trafficking  victim,  (b)  educate  nursing  staff  how  to interact  with  and  assess  a
patient  while  working  to understand  the  patient's  unique  situation,  and  (c)  provide  a
toolkit  of  interventions  that  can  be individualized  to meet  the  needs  of  suspected  or
confirmed  trafficking  victims.
My  Current  State
I am  the  nurse  manager  of  Labor  &  Delivery  (L&D)  at a busy  600  plus  bed
academic  medical  center  in a Midwest  urban  area.  Through  the  process  of  completing
master's  degree  courses  and  the  Sexual  Assault  Nurse  Examiner-Adult  certification,  I
became  increasingly  aware  and  concerned  about  human  trafficking.  I felt  if  the  statistics
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were  correct,  in  L&D  staff  should  be talking  about  human  trafficking  more  than  we  are.
As  a nurse  leader  focused  on  women's  health,  I was  specifically  interested  in  commercial
sex  trafficking,  and  the  prevalence  of  trafficking  in  the  patient  population  served  in  the
ER  and  L&D  units  at my  facility.  In  the  eyes  of  the  Joint  Commission,  L&D  is
considered  an ER  and  operates  under  the  same  premise  as a medical  emergency  room.  I
started  wondering  if  staff  were  seeing  human  trafficking  patients  in  the  adult  ERs.  A
dialogue  with  the  nurse  manager  of  the  adult  ER  identified  common  concerns  among
L&D  and  ER  nursing  staff  about  the  lack  of  formal  education  on  human  trafficking.
Although  all  hospital  staff  are required  to complete  annual  mandatory  training  modules
on safety  aspects  of  the  organization  and  provisions  of  care,  including  specific  references
to domestic  violence,  the  current  annual  required  learning  curriculum  does  not  include
information  about  human  trafficking.  Discussion  with  the  ER  nurse  manager  identified  a
mutual  gap  in  the  ability  of  nursing  staff  to recognize  human  trafficking  and  how  to care
for  victims.  Although  human  trafficking  is not  a new  issue,  it  is an emerging  public
health  issue  affecting  ER  patients  served.  Various  community  human  trafficking
campaigns  attempt  to increase  awareness  and  recognition  in  the  healthcare  community.
However,  some  ER  leaders  at this  facility  believe  trafficking  is not  an issue  in  the  patient
population.  Alani  (2017)  stated,  "nurses  are  learning  there  is an entire  population  of
vulnerable  victims  right  under  our  noses-and  within  our  reach"  (p. 13).  Alani  further
commented  that  "our  healthcare  system  is failing  trafficked  women  and  children;
clinicians  are coming  into  contact  with  trafficking  victims  in  EDs,  clinics,  and  private
practices,  but  are woefully  unprepared  to identify  them"  (p. 13).
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A  repository  for  health  care  related  human  trafficking  resources  exists  via
(https://healtrafficking.org/),  the  HEAL  Trafficking  website.  Two  ER  physicians  started
the  HEAL  Trafficking  network  in  response  to their  observations  and  interaction  with
patients  in  the  ERs  on  the  East  and  West  Coasts.  The  HEAL  Trafficking  network
communicates  via  a listserv  consisting  of  multidisciplinary  medical  professionals  who  are
working  to combat  human  trafficking,  share  resources,  and  create  a standardized,  nation-
wide  healthcare  approach  to combat  and  eradicate  human  trafficking.  The  aim  of  the
HEAL  Trafficking  network  is to:
Mobilize  a shi'ft  in  the  anti-trafficking  paradigm  toward  approaches  rooted  in
public  health  principles  and  trauma-informed  care.  The  group  is active  in
legislation,  education  development,  research,  advocacy,  and  other  initiatives.  To
inobilize  a sliift  in tlie  anti-trafficking  paradigm  toward  approaclies  rooted  in
public  liealtli  principles  and trarin'ia-informed  care  by expanding  tlie  evidence
Liase: enliancing  collaboration  ainong  n'iultidisciplinary  stakeliolders:  educating
t)ie  broader  anti-trafficking  and  public  liealtli  connnunity.  and advocating  for
funding  streams  tliat  enliance  tlie  public  healtli  response  to trafficking.
The  professionals  at the  HEAL  Trafficking  network  have  been  instrumental  in  guiding
me  through  this  project  by  sharing  resources,  education,  research,  and  their  time.  It  has
been  instructive  to monitor  the  HEAL  Trafficking  listserv  and  see how  many  other
organizations  are independently  attempting  to create  protocols  for  their  institutions  or
health  care  systems  to meet  this  vulnerable  population's  needs.
This  project  aims  to alleviate  trafficking  victims  not  being  recognized  at the
Midwest  facility  by  implementing  a human  trafficking  protocol  for  ER  personnel  to use
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when  caring  for  a suspected  or confirmed  victim  of  human  trafficking.  This  section  will
outline  how  multidisciplinary  ER  staff  will  be educated  to recognize  common  signs
associated  with  victims,  how  to infuse  TIC  (Abas  et al.,  2009)  along  with  Watson's
(2008)  CFs  into  patient  contact  and  assessment,  and  finally,  how  a written  reference
(toolkit)  to aid  ER  staff  in  initiating  resources  will  help  a potential  victim.  The  project
will  include  a 90-day  pilot  of  these  initiatives.  After  the  90-day  pilot,  the  ER  nurse
manager  and  I will  assess  and  determine  if  the  pilot  will  continue  as implemented  or  if
we  should  re-address  certain  aspects  or if  we  will  disband  the  project  entirely.
Education  of  ER  Staff
The  first  phase  of  this  project  is to assess  the  ER  interdisciplinary  staff  s current
knowledge  of  human  trafficking  through  their  completion  of  a pre-assessment  survey.
The  assessment  tool  (see  Appendix  C) was  developed  by  the  U.S.  Department  of  Health
and  Human  Services  Administration  for  Children  and  Families  and  shared  through  the
HEAL  Trafficking  listserv.  This  tool  encompasses  questions  for  medical  and  ancillary
staff  working  in  an ER  setting.  For  this  project,  the  term  human  trafficking  replaces  the
term  sex  trafficking  as this  project  is focused  globally  on  human  trafficking.
Pre-Assessment  Survey
The  pre-assessment  survey  will  establish  a baseline  of  the  medical  and  ancillary
staff's  knowledge  on  human  trafficking.  This  pre-assessment  survey  also  encourages  the
participants  to examine  their  own  biases  related  to human  trafficking  before  having
formalized  training  or  known  interaction  with  a victim.  All  multidisciplinary  staff  in  the
ER  will  complete  the  pre-assessment  survey  before  moving  to the  formal  education  on
human  trafficking,  a video  learning  module.
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Video  Education
After  staff  completion  of  the  pre-assessment  survey,  the  intent  is for  all
interdisciplinary  ER  staff  to complete  video  modules  educating  the  viewer  on  various
aspects  of  human  trafficking.  Watching  the  videos,  viewers  learn  fiindamentals  about
human  trafficking,  how  to recognize  common  red  flags,  how  to formulate  the  approach
and  the  assessment  of  a potential  victim,  and  then  how  to implement  basic  interventions.
The  basics  of  human  trafficking  covered  in  the  modules  include  definition,  prevalence,
recruitment,  industries,  national  resources  available,  the  power  cycle,  health
consequences,  and  opportunities  for  health  care  workers  in  an event  to break  the  cycle
(Catholic  Health  Initiatives  (CHI),  2015).
When  reviewing  existing  video  module  resources  to use as the  education  tool  for
this  project,  I was  limited  to the  existing  tools  available  for  immediate  use.  Currently,
many  health  systems  are  creating  independent  video  education  tools  to educate
employees  about  human  trafficking  with  modules  expected  to be available  for  general  use
late  summer  2017.  Reviewed  in  consideration  for  this  project  were  two  educational
videos  (CHI,  2015)  with  the  2014  video  imbedded  within  the  2015  production  and  a
webinar  (Baldwin  &  Marshall,  2016).  The  three  educational  videos  about  human
trafficking  will  be described  in  further  detail,  and  all  will  be used  to educate  ER
multidisciplinary  staff  as part  of  this  project.
The  two  videos  CHI  (2015)  created,  although  rich  in  content,  have  a verbal
Catholic  affiliation,  which  may  be offensive  to some  viewers.  Because  of  the  richness  of
content,  I decided  to use  the  CHI  video  set as the  primary  education  tool  for  this  project.
The  Baldwin  and  Marshall  (2016)  webinar,  described  later,  will  be available  as an
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alternative  education  source  for  staff  who  are opposed  to the  Catholic  affiliation
associated  with  the  CHI  videos.  In  addition  to serving  as an alternative  method  to
provide  primary  training  on  human  trafficking,  the  Baldwin  and  Marshall  webinar  will
also  serve  as a reinforcement  tool  for  any  ER  staff  to access  as refresher  training  or as
needed  for  content  reinforcement.  The  Baldwin  and  Marshall  video  has the  ability  for
staff  to easily  access  specific  concepts  to focus  concept  reinforcement  by  topic.
The  CHI  (2015)  video  acknowledges  the  varying  stages  of  knowledge  among
health  care  workers  regarding  human  traffickirig.  This  knowledge  is primarily  based  on
the  multidisciplinary  lens  from  which  staff  approach  their  work,  combined  with  a lack  of
human  trafficking  education.  The  video  asks  viewers  to assess  their  own  level  of
knowledge  and  provides  a link  to the  2014  CHI  video  that  teaches  or  reinforces  basic
human  trafficking  concepts  for  a viewer  who  self-assesses  a need  for  basic  understanding
of  concepts.  This  self-assessment  of  basic  human  trafficking  knowledge  gives  staff  the
same  opportunity  for  developing  base  knowledge  before  delving  into  more  complex
human  trafficking  concepts  or  concepts  specific  to managing  the  patient  population  in  the
health  care  setting.
The  CHI  (2015)  video  content,  developed  in  conjunction  with  human  trafficking
experts  at Massachusetts  General  Hospital,  takes  the  viewer  through  the  important
concepts  of  human  trafficking  in  a simple,  easy-to-follow  format.  Along  with  asking
viewers  to determine  if  they  need  a more  basic  understanding  of  human  trafficking,  the
CHI  video  covers:
*  Basics  of  Human  Trafficking
*  Trauma-informed  Framework  of  Patient  Care
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*  Red  Flag  Indicators
@ Screening  Suspected  Victims
*  Barriers  to Disclosure
*  Physical  Exam  Considerations
*  Documentation  Considerations
*  Victim  Needs:  Medical  Care  and Referrals
*  Risk  Assessment  and Safety  Planning
@ Mandatory  Reporting  Requirements
*  Immigration  Relief  Options
The  alternative  education  resource,  the webinar  by  Baldwin  and Marshall  (2016)
is approximately  one  hour  and is also accessible  via  the HEAL  Trafficking  website.  The
webinar  link  requires  the viewer  to create  an account  through  Essentia  Health  (2016),  the
repository  where  the webinar  resides.  There  is no financial  or other  obligation  to the
viewer  when  creating  an account  at this  site  or accessing  the material.
The  Baldwin  and Marshall  (2016)  webinar  is separated  into  16 vignettes,  each
between  1 and 7 minutes.  Each  vignette  addresses  a different  concept  of  human
trafficking  with  content  like  the CHI  (2015)  video.  The  structure  of  the webinar  is ideal
for  the fast-paced  ebb and flow  of  the ER  setting,  which  usually  vacillates  between  bursts
of  activity  and short  periods  of  downtime.  The  modules  can  be viewed  during  these  short
periods  of  downtime  and be re-watched  as needed,  to strengthen  knowledge  and  reinforce
concepts.
Patient  Recognition  and  Assessment
A goal  of  this  project  is to raise  multidisciplinary  ER  employees'  awareness  to
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understand  the definition  of  human  trafficking,  understand  basic  concepts  associated  with
this  population,  and  recognize  common  red flags  that  may  indicate  a patient  is a
trafficking  victim.  A  known  challenge  with  this  patient  population  is the lack  of  a
specific  patient  or human  trafficking  demographic.  The  faces  of  victims  are as diverse  as
the  populations  in the ERs  (Coppola  &  Cantwell,  2016).  The  key  to addressing  a
trafficking  victim  is to have  multidisciplinary  staff  trained  to recognize  common  red
flags.
This  project  will  focus  on human  trafficking  victims  ages 16-24.  In a project
initiation  e-mail  sent  to all  staff  working  in the ER,  staff  will  be educated  that  anyone  in
this  age group  should  be considered  a potential  trafficking  victim  until  the initial
assessment  is complete  and  a physician  or RN  rules  out  the suspicion  of  human
trafficking.  Although  the CHI  (2015)  videos  and the Baldwin  and  Marshall  (2016)
webinar  reinforce  red  flags  consistent  with  trafficking  victims,  staff  will  also  learn  that
the  presence  of  one red flag  does  not  indicate  a risk  for  trafficking.  The  CHI  video
emphasizes  that  a constellation  of  flags  and associated  issues  when  observed  together  are
indicators  there  might  be a higher  trafficking  risk.  Red  flag  indicators  are listed  in each
video,  as well  as in  Appendix  A.
Screening  for  victims  of  liuman  trafficking  is a multidisciplinary  effort  that  begins
with  education  of  the staff  working  in  the facility.  Screening  for  trafficking  will  take
vigilance,  commitment,  and  practice  from  all  staff.  Trafficking  victims  are unlikely  to
self-disclose  due to possible  shame,  guilt,  and various  aspects  of  fear,  which  makes
identification  more  difficult  (Hachey  &  Phillipi,  2017).  In  addition  to red flags,  the  CHI
(2015)  videos  and  the Baldwin  and Marshall  (2016)  webinar  address  common  barriers  to
TRAFFICKING  VICTIMS  IN  THE  EMERGENCY  ROOM 40
disclosure.  Dadi  and  Thimsen  (2015)  compiled  a comprehensive  list  of  barriers  to
disclosure  (see  Appendix  D).
At  the  Midwest  facility,  non-medical  staff  are the  first  to witness  a patient's
presentation  to the  general  waiting  area  in  the  ER. The  exception  is a patient  brought  to
the  facility  by  an ambulance,  which  is a direct  admit  to the  unit.  The  security  guards,
registration,  and  triage  staff,  once  trained,  may  witness  red  flags  associated  with
trafficking  from  either  patients  or those  accompanying  them.  These  front-line  staff  have
a unique  opportunity  to discretely  alert  other  health  care  team  members  of  their
observations  as quickly  possible,  so as not  to disclose  their  concern  to  the  person
accompanying  the  victim.  A  paper  reference  form,  outlining  the  common  red  flags  for  a
trafficking  victim,  will  be implemented.  The  human  trafficking  red  flags  checklist  form
will  be associated  with  every  patient  coming  in  the  general  waiting  area.  The  form,  in
checkbox  format,  will  allow  a front-line  staff  member  to check  observed  red  flags  and
hand  to medical  staff.  This  could  prompt  a discrete  discussion  to occur  about  what  was
witnessed  or  allow  the  RN  or  physician  to focus  the  assessment  effort.  The  interaction,
combined  with  behavior  the  patient  exhibits  when  responding  to a nurse  or  medical
provider's  questions,  may  validate  suspicion  and  streamline  the  interaction  and  medical
assessment.  It  is important  to remember  that  one  red  flag  does  not  raise  concern,  but
multiple  red  flags  could  indicate  a potential  trafficking  situation  (CHI,  2015).
Staff  will  be taught  through  video  education  and  huddle  discussions,  led  by  the
ER  nurse  manager  and  me,  to be alert  for  a patient's  inability  to control  aspects  of  the
intake,  triage,  or  assessment  due  to the  controlling  nature  of  the  patient's  escort.  This
behavior  should  trigger  frontline  staff  to discretely  mark  the  associated  red  flag  on  the
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human  trafficking  red  flags  form  and  encourage  the medical  professional  to investigate
the nature  of  the relationship  further  through  more  focused  questioning.  Staff  should  also
note  if  patients  have  access  to their  identification  paperwork  or if  they  can recite  their
place  of  residence.  Often,  trafficking  victims  do not  possess  their  identification
documents  and  have  no knowledge  about  their  geographic  location.  During  the medical
assessment,  it is imperative  that  the patient  is alone,  so the  person  feels  more  at ease and
can share  aspects  of  their  experience.  During  the  assessment,  it is important  to have  an
interpreter  available  in the patient's  native  language  and  to avoid  using  an accompanying
person  as the interpreter.  Nursing  staff  must  also assess body  markings  and ask  the
significance  of  various  tattoos,  brandings,  and other  marks  and scars.  Victims  of
trafficking  often  will  have  branded  marks  indicating  ownership  (Sabella,  2011).  If  they
are able,  they  may  tell  caregivers  the significance  of  the marks,  opening  the door  for
broader  dialogue  and an opportunity  to establish  trust.
In  their  webinar,  Baldwin  and Marshall  (2016)  discussed  the complex  nature  of  a
trafficking  victim's  presentation.  The  authors  discussed  the lack  of  priority  for  health
care related  issues  causing  victims  to present  with  many  medical  and psychosocial  issues
considered  a red flag.  To address  the  complex  issues  that  surface,  their  assessments  take
longer  than  average,  which  is difficult  to manage  in the current  ER  health  care
environment  (Baldwin  &  Marshall,  2016).  Additionally,  the huddle  session  will  also
educate  staff  to notify  the charge  RN  when  staff  care  for  a potential  trafficking  victim,  so
others  are aware  in case help  is needed,  and patient  assignments  can reflect  the  complex
nature  of  the  visit.  The  huddle  session,  which  will  also  reinforce  the goal  of  assessment
with  any  potential  victims  of  trafficking,  is not  necessarily  to get  them  to disclose  their
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situation  (Shandro  et al.,  2016).  The  goal  is to provide  education  on  helpful  resources
and  their  basic  rights,  to assure  them  that  facility  staff  will  assist  them  if  needed,
especially  when  they  decide  to exit  or  change  their  current  situation  (Shandro  et al.,
2016).
In  addition  to video  education,  the  webinar,  and  huddle  sessions,  staff  will  have
available  three  written  references:
*  I-Care -  A Health Care Provider's  Guide to Recognizing and Caring  for
Domestic Mirror Sex Trafficking Victims (Miller  & Sartor, 2016)
*  Intervene:  Resource  Package,  Practitioner  Guide,  and  Intake  Tool  +
Training  Videos  (Shared  Hope  International,  2013)
*  Human Trafficking Identifzcation Health Care Setting: Guidance
Document  (Dadi  &  Thimsen,  2015).
These  three  resources  cover  the  material  necessary  to educate  health  care  workers  to
safely  navigate  the  process  of  caring  for  a suspected  or la'iown  trafficking  victim.  Huddle
sessions  will  introduce  these  resources  and  encourage  staff  to read  them  and  use  them  as
resources  when  caring  for  a victim  to reinforce  concepts.  The  resources  will  be
accessible  in  the  ER  unit.
Application  of  TIC  and  Theoretical  Framework
Staff  education  will  utilize  concepts  associated  with  a trauma-informed  approach
to patient  assessment  and  care. TIC,  infused  with  Watson's  (2008)  CFs,  is the  theoretical
framework  for  this  project.  Trauma-informed  principles  are new  to the  healthcare
profession  and  are not  included  in  standard  medical  or  nursing  curriculum.  This  will  be a
new  concept  to this  staff  in  approaching  a human  trafficking  victim  (Miller  &  Sartor
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2016).  Trauma-informed  principles  will  be taught  utilizing  the  video  tools  and  resource
materials.  The  Miller  and Sartor  (2016)  and Dadi  and Thimsen  (2015)  resources
highlight  the following  principles  of  trauma-informed  practices:
@ Staff  must  understand  most  trafficking  victims  have  experienced
significant  trauma  during  their  trafficking  experience  -  labor  or sex (Dadi
&  Thimsen,  2015).
@ Staff  must  be prepared  how  a victim's  attitude  behavior,  and body
perception  affect  a trafficking  victim  (Dadi  &  Thimsen,  2015).
*  Staff  must  prepare  adequate  time  and space  to care  for  this  patient
population  to ensure  the patient  feels  safe  while  in  their  care  (Dadi  &
Thimsen,  2015).
*  Staff  must  be prepared  to receive  information  about  previous  trauma
without  judgment  or re-traumatization  (Dadi  &  Thimsen,  2015).
*  Staff  must  be prepared  to provide  referrals  and  resources  efficiently  (Dadi
&  Thimsen,  2015).
*  Staff  must  have  cultural  sensitivity,  including  materials  and interpreters  in
native  languages  (Dadi  &  Thimsen,  2015;  Miller  & Sartor,  2016).
*  Staff  must  provide  a focus  on patient  and staff  safety  (Dadi  &  Thimsen,
2015;  Miller  &  Sartor,  2016).
*  Staff  must  be free  of  judgment  based  on what  they  are told  (Dadi  &
Thimsen,  2015;  Miller  & Sartor,  2016).
*  Staff  must  inform  patients  the order  things  will  take  place  (Dadi  &
Thimsen,  2015;  Miller  &  Sartor,  2016).
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*  Staff  must  give  the patient  control  of  the exam  pace  and the right  to refuse
(Dadi  &  Thimsen,  2015;  Miller  &  Sartor,  2016).
*  Staff  should  promote  access  to a network  of  resources  to help  trafficking
victims  (Dadi  &  Thimsen,  2015;  Miller  &  Sartor,  2016).
A  comprehensive  list  of  trauma-informed  care  principles  and approach  based  on Dadi  and
Thimsen  (2015)  is in  Appendix  E.
Nurses  are trained  to incorporate  caring  into  the practical  delivery  of  care.
Caring  is part  of  the foundation  of  nursing  theory  and the basis  for  professional  practice.
Watson  (2008)  identified  the 10 CFs out  of  the essential  core  of  professional  nursing
practice.  Watson  asserts  that  nurses  apply  the CFs  in all  that  they  do, without  thought,  as
it is just  part  of  who  they  are as practitioners.  The  team  of  multidisciplinary  staff  working
to care  for  a trafficking  victim  will  learn  to approach  care  from  different  perspectives  and
theoretical  frameworks.  This  project  will  focus  on the theoretical  framework  of  nursing
and teach  from  that  perspective  while  cognizant  that  staff  members  must  approach  their
contribution  of  care  from  their  individual  scope  of  practice.  Collaboration  and
communication  are key  to successfully  and safely  caring  for  a suspected  or kriown
trafficking  victim.
This  same caring  concept  needs  to apply  to any  patient  presenting  to the ED.
There  are times  nurses  are busy,  have  multiple  patients,  or feel  they  do not  have  time  to
focus  on one patient's  needs. Trafficking  patients  have  the  potential  to be difficult,
abrasive,  paranoid,  belligerent,  anxious,  and  uncooperative  (Macias-Konstantopoulos,
2016).  They  present  with  multifaceted,  complex  issues  that  are time-consuming  in
current  ED  flow.  These  are precisely  the occasions  when  staff  need  to pause,  note  the
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patient,  and  really  hear  what  the  patient  is saying,  both  verbally  and  more  importantly
non-verbally.  This  is the  time  to in:tuse  the  trauma-informed  principles/care  approaches
with  Watson's  (2008)  CFs  and  patience  to ensure  caregivers  foster  a caring  and  trusting
environment.  Staff  will  learn  about  trauma-informed  principles  when  they  view  the  CHI
(2015)  video  or  the  Baldwin  and  Marshall  (2016)  webinar.  Education  to incorporate  the
CFs  into  the  interactions  with  patients  and  those  accompanying  them  to the  ER  will  be
accomplished  through  a handout  (see  Appendix  F) that  explains  how  to incorporate  the
CFs  into  caring  human  interactions  (Rexroth  &  Davidhizer,  2003).  Although  geared
toward  nurses,  the  handout  and  education  will  be referenced  during  huddle  sessions  in
general  terms  that  can  apply  to any  multidisciplinary  staff  interacting  with  the  general
population  coming  to the  ER  for  services.
Watson's  (2008)  Theory  of  Human  Caring  is the  first  theoretical  framework  to
merge  the  science  of  nursing  with  the  science  of  caring.  At  the  incorporation  of  the
Human  Caring  Theory,  the  theory  was  centered  around  what  Watson  called  10  CFs.  CFs
1-3 are  interdependent  and  serve  as the  philosophical  foundation  for  the  Human  Caring
Theory  (Tomey  &  Alligood,  2006).  Staff  will  be taught  the  following:
CF 1-  "Formation  of  a Humanistic-Altruistic  System  of  Values"  (Watson,  2008,
p. 31).  This  CF  is to  treat  patients  where  they  are,  respecting  value  differences
that  may  exist  (Beaver  et al.,  n.d.).  Staff  will  approach  patients  as if  they  are  a
family  member,  providing  personal  satisfaction  as well  as extending  a sense  of
self,  thus  creating  a caring  exchange  with  the  patient  (Rexroth  &  Davidhizer,
2003).
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CF 2 -  "Installation  of  Faith-Hope"  (Watson,  2008,  p. 31).  This  CF aims  to
incorporate  individual  cultural  and faith  traditions  into  their  interactions  helping
patients  accept  their  current  health  status  and aiding  efforts  to provide  holistic  and
individualized  care  while  building  trust  between  the  patient  and staff  (Rexroth  &
Davidhizer,  2003).
CF 3 -  "Cultivation  of  Sensitivity  to Self  and to Others"  (Watson,  2008,  p. 31).
To identify  personal  needs  and  values  for  each  individual  patient  recognizing  the
opportunity  for  self-actualization  through  acceptance  of  others  and their
differences  is the intent  of  this  CF (Rexroth  &  Davidhizer,  2003).
CFs  4 and 5 ask  that  those  providing  care listen  to all  a patient  interaction  offers,  good
and  bad,  and  utilize  each  aspect  of  the interaction  to build  trust.  Staff  will  be taught:
CF 4 -  "Development  of  a Helping-Trust  Relationship"  (Watson,  2008,  p. 31).
The  intent  is to utilize  effective  communication  skills  to help  patients  express
their  feelings  and  to be accepting  of  patients'  feelings  and consciously  involve
themselves  with  patients  and  their  ISSUES (Rexroth  &  Davidhizer,  2003).
CF 5 -  "Promotion  and  Acceptance  of  the Expression  of  Positive  and  Negative
Feelings"  (Watson,  2008,  p. 31).  Staff  need  to be prepared  for  either  positive  and
negative  feedback  because  of  the staff/patient  interaction  and allow  patients  to
exert  how  they  feel  without  being  judged  and  taking  the interaction  personally
(Rexroth  &  Davidhizer,  2003).
CF 6 -  "Systematic  use of  the Scientific  Problem-Solving  Method  for  Decision
Making"  (Watson,  2008,  p. 31).  Nurses  will  be taught  to utilize  the nursing
process  to promote  shared  problem-solving  between  the nurse  and the  patient.
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Interventions  include  teaching,  self-care,  coaching,  guiding,  informing,
explaining,  and  giving  feedback  to the  patient  while  incorporating  the  nursing
process,  a scientific  problem-solving  approach  to care,  encouraging  the  nurse  to
shift  from  a curative  to carative  approach  to the  whole  person  (Rexroth  &
Davidhizer,  2003).
CF 7 -  "Promotion  of  Interpersonal  Teaching  and  Learning"  (Watson,  2008,  p.
31).  Staff  should  facilitate  a teaching  and  learning  environment  promoting
continuous  staff  and  patient  education  remembering  all  can  learn  from  others  with
each  experience  (Rexroth  &  Davidhizer,  2003).
CF 8 -  "Provision  for  Supportive,  Protective,  and  Corrective  Mental,  Physical,
and  Sociocultural  and  Spiritual  Environment"  (Watson,  2008,  p. 31).  Staff  need  to
recognize  both  internal  and  external  environments  influence  an individual's  health
and  illness  and  provide  a safe,  emotional,  spiritual,  and  physical  environment,
while  incorporating  a multidisciplinary  approach  to care  and  healing  (Rexroth  &
Davidhizer,  2003).
CF 9 -  "Assistance  with  Gratification  of  Human  Needs"  (Watson,  2008,  p. 31).
Staff  need  to recognize  the  order  of  the  patient's  emotional  and  physical  needs
such  as food,  elimination,  safety,  and  shelter  before  the  patient  can  advance  to
higher  psychophysical  and  psychosocial  needs  (Rexroth  &  Davidhizer,  2003).
CF 10  -  "Allowance  for  Existential  Phenomenological  Forces"  (Watson,  2008,  p.
31). Staff  recognize  spiritual  beliefs  that  may  differ  from  their  own  and  that  are
not  explainable  (Rexroth  &  Davidhizer,  2003).
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Staff  who  may  interact  with  a trafficking  victim  will  become  more  comfortable  with  the
CFs  over  time  and learn  to incorporate  them  with  trauma-informed  principles  promoting
a therapeutic  environment  for  the  patient.
When  individuals  who  have  been  trafficked  seek  care in the ER,  staff  need  to
incorporate  the CFs  and  trauma-informed  principles  while  working  to avoid  re-
traumatizing  the patient.  Again,  it is not  the goal  to have  the  patient  disclose  being  a
trafficking  victim  or to satisfy  curiosity  by asking  questions  pertaining  to the  patient's
experiences  (Shandro  et al.,  2016).  To care  for  these  patients  and  provide  education  and
resources,  it  is not  imperative  to understand  what  has happened  to them.  Likely,  that  may
come  as a relationship  is built  over  time.  The  reality  of  the ER  patient  flow  model  is that
these  relationships  will  not  be built  in  this  environment  unless  the  patient  visits  multiple
times  and  builds  trust  with  staff.  It is the healthcare  workers'  responsibility  to recognize
more  than  one indicator  of  trafficking  exists  and  work  with  patients  to detemiine  what  it
is the  patient  needs  to be safe. Options  include  assisting  patients  in exiting  the  life  or
finishing  the  visit  and  returning  to their  trafficker.  Both  options  allow  for  education.
For  nurses,  it may  be difficult  to see a victim  return  to a trafficker  or an unsafe
situation.  It is their  role  to provide  intervention.  In a trauma-informed/  CF approach,
nurses  meet  patients  where  they  are. The  goal  is to help  them  understand  that  staff
members  see signs  indicating  something  about  their  situation  is unsafe.  A health  care
worker's  role  is to educate  and advocate  for  the victim  as a person  who  deserves  to have
basic  human  rights  restored,  to know  that  everyone  deserves  to be safe,  and  to provide  the
psychological  level  of  Maslow's  Hierarchy  of  Needs  (2012)  (breathing,  food,  water,
shelter,  clothing,  sleep).  When  a victim  presents  to the ED,  the trafficker  controls  these
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items.  Until  these  needs  are met,  and  the  patient  feels  secure,  the  person  will  not  be
prepared  to change  his  or her  situation  (Barrows  &  Finger,  2008;  Chaffee  & English,
2015;  Hodge  &  Lietz,  2007).  Health  care  workers  must  realize  this  might  not  be the  visit
that  is going  to ensure  victim  safety  and release  from  the trafficking  situation.  When
nurses  show  they  are interested  and  care, the  patient  may  begin  to trust  and may  return  to
the ER  when  ready  to leave  the life  of  trafficking.
Training  will  also  include  instructions  on when  and how  to involve  hospital
security  staff. Working  with  trafficking  victims  is difficult  and  dangerous  work.  Staff
should  be vigilant  to ensure  their  own  safety,  the safety  of  other  patients  cared  for  on  the
unit,  as well  as the  trafficking  patients'  overall  safety  and  well-being.  Trafficking  victims
generally  distrust  everyone  as all  potential  contact  could  harm  them.  They  fear  their
traffickers,  clients,  and more  than  likely  have  been  conditioned  to fear  medical  staff,  as
well  (Lewis-O'Connor  &  Alpert,  2017;  Miller  & Sartor,  2016;  Sabella,  2011).  Hospital
security  should  be informed  any  time  there  is a suspected  trafficking  patient  on the unit.
Anything  coming  between  a trafficker  and  the  victim  is a dangerous  situation  and
threatens  the  trafficker's  ability  to make  money.  Police  should  be involved  if  there  is a
safety  concern  for  the patient,  staff,  or other  patients  in the facility.
Human  Trafficking  Model
The  Human  Trafficking  Model  designed  to represent  this  project  is intended  to
collectively  represent  the  intricately  connected  components  of  human  trafficking.  A  brief
description  will  provide  the significance  of  each  component.  A  picture  representation  of
the model  provides  a visual  image  (see Figure  I).
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Model  components
The  background  of  the  Human  Trafficking  Model  deliberately  moves  from  dark
to light  symbolizing  the gradual  transition  patients  experience  moving  from  despair  to
hope  as they  recognize  a connection  with  someone  who  cares  while  they  regain  control
over  their  circumstance  and  are educated  about  the  resources  available  to them.  A
caregiver  may  view  this  aspect  as the  transition  a patient  may  start  during  their  time
together.  The  caregiver  offers  education  and  resources  to educate  patients  about  options
available,  rights  afforded  to them,  and  glimpses  into  what  could  be if  they  were  to choose
to change  their  situation.
Stut.  The  sun is deliberately  bright  yellow,  symbolizing  hope  to a human
trafficking  victim.  The  10 rays  around  the sun give  rise  to Watson's  (2008)  10 CFs
taught  to caregivers  to augment  their  approach  to human  trafficking  victims.  From  a
caregiver's  perspective,  the sun  represents  light  as a caregiver  may  light  the way  for  a
suspected  or confirmed  victim  by demonstrating  a caring  interaction  with  the  patient.
The  sun is also  deliberately  on the  top  of  the  model,  indicating  the act of  enveloping  the
victim  between  the CFs and  the infusion  of  trauma-informed  care  principles  symbolized
by  the cupped  hands  holding  the tied  hands  and wrists  of  the victim.
TIC  elements.  The  cupped  hands  represent  how  staff  approaches  a potential
trafficking  victim  with  a TIC  approach.  TIC  recognizes  the  prevalence  of  current,
previous,  and  past  trauma,  the  range  of  effects  trauma  has on an individual,  and  how  it
impacts  the  process  of  patient  care  (Lewis-O'Connor  &  Alpert,  2017).  The  cupped
position  of  the  hands  represents  the gentle  nature  in  which  a caregiver  may  approach  a
patient,  lifting  the person  up and  holding  the person  in a caring  manner,  mindful  to avoid
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any  re-traumatization  or  judgment.  This  type  of  mindfulness,  in'fused  with  the  CFs,
ensures  patients  feel  welcome,  safe,  and  secure  in  the  healthcare  environment.  The  main
elements  of  trauma-informed  care  are  written  across  the  fingertips  on  the  cupped  hands.
TIC  involves  the  following  elements:
*  Safety  -  Staff  ensures  the  patient's  safety  and  if  possible  separates  the  patient
from  anyone  accompanying  the  person  to promote  an opportunity  for  open
dialogue.  Staff  also  recognize  through  a trauma-informed  framework  past
traumatic  experiences  may  affect  how  care  is delivered  or  received.  If  patients
feel  a sense  of  safety,  they  are  more  likely  to engage  in  treatment  and  work
toward  efforts  of  recovery  (Lewis-O'Connor  &  Alpert,  2017).
*  Empathy/No  Judgment  -  Staff  meets  patients  where  they  are and  provide  empathy
and  an environment  free  of  judgment  to promote  a trusting  and  healing
environment.
*  Meets  Basic  Needs  -  The  care  provided  must  meet  a patient's  basic  needs  at the
time  services  are  rendered.  This  might  be acute  medical  care  or simply  food,
water,  shelter.  Staff  must  also  recognize  the  medical  environment  might  be
amiety  provoking  for  many  trafficking  victims  for  a variety  of  reasons  (Lewis-
O'Connor  &  Alpert,  2017).
*  Support  -  Intervention  involves  supporting  the  victim's  identified  needs.  Support
involves  empowerment  and  aiding  the  victim  to regain  control  of  the  situation  and
determine  priorities.  Lack  of  caregivers'  education  can  lead  a caregiver  to label
victims  as difficult  or  burdensome  if  the  caregiver  is not  in  tune  with  trauma-
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informed  elements  of  care  and  the  significant  time  associated  with  the  care  of  a
trafficking  victim  (Lewis-O'Connor  &  Alpert,  2017).
*  Victim  Controls  the  Process  -  Like  the  element  of  support,  the  victim  controls  the
pace  of  the  assessment  and  examination.  Many  trauma  survivors  have  developed
coping  mechanisms  that  help  them  through  even  basic  experiences  (Lewis-
O'Connor&Alpert,2017).  Staffconductingtheelementsofassessment,
examination,  and  intervention  share  what  will  happen,  the  order,  the  methods,  and
respect  for  boundaries,  allowing  as much  control  and  decision  making  as possible
to come  from  the  victim.
*  Cultural  and  Gender  Sensitivity-Staff  ensures  if  an interpreter  is needed  it  is the
native  culture  of  the  victim.  The  staff  is not  to use  someone  accompanying  the
victim  as the  interpreter.  The  victim  may  also  prefer  a caregiver  who  is the  same
gender.  Again,  allowing  the  victim  to make  as many  decisions  as possible  is key
to promoting  a safe,  secure,  and  open  environment  helping  to build  trust.
*  Multidisciplinary  -  one  caregiver  is not  going  to be adequate  to meet  the
multitude  of  needs  for  a potential  victim.  Social  workers,  physicians,  nurses,
security,  community  resources,  law  enforcement,  irnrnigration,  lawyers,  and  a
host  of  others  are required  to adequately  develop  a long-  and  short  -term  plan  for
a trafficking  victim.
*  Inclusive  -  staff  should  recognize  victims  may  deal  with  many  conditions
including  substance  abuse,  mental  health  issues,  non-compliance,  sexual  abuse,
child  abuse,  and  other  traumatic  events  (Lewis-O'Connor  &  Alpert,  2017).  Care
should  be holistic  in  nature  and  encompass  tlie  entire  person  if  possible.
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*  Minimize  Re-Traumatization  -  Staff  must  realize  it is not  imperative  victims
disclose  they  are a trafficking  victim  or share  their  experiences.  O:[ten,  this  re-
traumatizes  the  victim,  and  the  goal  is intervention  not  added  trauma.  After  trust
is established,  the  information  will  come  at the  appropriate  time.  That  may  not  be
in  the  health  care  setting,  which  should  not  impact  the  care  delivered.
Forced  clasped  harids.  The  forced  clasped  hands  represent  a trafficking  victim
and  the  forced  nature  of  that  entire  existence.  The  ropes  around  the  wrist  represent  the
limited  ability  for  a victim  to have  autonomy  over  the  situation,  giving  full  control  to the
trafficker  binding  them.  The  words  on  the  fingers  represent  common  elements  of  human
trafficking.
*  Manipulation  -  The  recruitment  stage  of  trafficking  generally  begins  with
manipulation.  The  victim  is made  to feel  special,  may  be threatened,  or
may  have  family  members  threatened.  Those  looking  to exploit  are
opportunistic  in  their  efforts  to gain  the  trust  of  a vulnerable  victim
(Greenbaum,  2014).
*  Recruitment  -  Traffickers  prey  on  vulnerable  groups  including  adolescents
looking  for  stability  and  a place  to fit  in  and  including  youth  in  the  lesbian,
gay,  bisexual,  transgender  and  queer  community  as they  find  their  place  in
society  (Macias-Konstantopoulos,  2016).  Those  with  disabilities  are
another  targeted  population  as well  as immigrants,  minorities,  those  in
financial  despair,  and  those  le'ft  a'fter  a natural  disaster  (Macias-
Konstantopoulos,  2016).
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*  Confinement/Isolation  -  Traffickers  gain  control  of  a victim  over  the
course  of  time  and  manipulation  strategies.  O:[ten  identification
documents  are confiscated,  and  physical  abuse  and scare  tactics  are used
to gain  control.  Victims  are then  forced  into  various  aspects  of  trafficking
and confined  to specific  locations  only  to be moved  at the direction  of  the
trafficker.  Victims  often  lack  awareness  of  their  rights  or how  to escape
their  situation  without  fear  of  death  or serious  injury  to themselves  or  their
families  (Coppola  &  Cantwell,  2016).
*  Malnutrition  -  Many  victims  of  trafficking  seek  medical  care and  are
noted  to suffer  from  malnutrition  as they  are not  allowed  to eat without
permission  from  the  trafficker.  Often  food  is withheld  as punishment  for
various  aspects  of  deficiencies  (Dovydaitis,  2010).
*  Coercion/Control  -  Coercion  and  control  are mainstays  of  the human
trafficking  enterprise.  The  TVPA  definition  of  human  trafficking  outlines
the elements  of  force,  coercion,  and fraud  that  are present  for  a victim  to
be trafficked  (Miller  &  Sartor,  2016).
*  Suicide  -  sometimes  seen by  the  victim  as their  only  escape  from  the
world  of  human  trafficking.
*  Substance  abuse  -This  is a known  health  outcome  for  victims  of
trafficking.  Drugs  are multifunctional  to control  victims  and  to self-
medicate  by  the victim  to escape  the reality  of  the situation  (Miller  &
Sartor,  2016).
TRAFFICKING  VICTIMS  IN  THE  EMERGENCY  ROOM 55
*  Trauma  -  Physical  trauma  inflicted  through  torture  or forced  and  violent
sex  is prevalent  in  the  victim  community  and  is inflicted  by  the  trafficker
or  the  buyer.
@ Exploitation  -  Along  with  coercion,  exploitation  is a main  element  of
human  trafficking.  Victims  are  not  paid  fairly  for  the  work  they  do or
incur  debt  while  enslaved  in  the  human  trafficking  market.
Sale  tag.  The  sale  tag  represents  the  dark  nature  of  a trafficking  victim  as a
commodity  and  losing  the  ability  to be a person  with  rights.  The  red  tag  is deliberate  as it
represents  power,  blood,  and  danger,  all  elements  of  a victim's  existence.  The  dark  color
green  on  the  dollar  sign  indicates  the  money  and  trafficker's  greed.
Butterfly.  The butterfly  in the upper right corner of  the picture represents the hope
of  the  victim  a:[ter  coming  out  of  the  darkness  of  oppression.  The  butterfly  is on  the
lighter  side  of  the  picture,  indicating  the  victim's  ability  to take  flight  and  be open  to
endless  possibility  after  gathering  strength  and  courage  to escape  from  the  ropes  that
bound  them.  The  blue  color  of  the  butterfly  represents  sky  and  sea, both  limitless  in
nature.  Blue  is intentional  as it also  represents  stability,  consciousness,  and  a sense  of
calm.
Orienting  staff  to each  element  of  the  model  will  help  them  understand  concepts
that  may  be new  and  aid  in  their  efforts  to provide  therapeutic  care  to the  patient.  The
visual  representation  of  the  model  also  provides  an alternative  leaning  style  to aid  in  the
reinforcement  of  the  unfamiliar  concepts.
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Figure  I: Human  Trafficking  Model
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Implementation
After  the  staff  complete  the  pre-assessment  and  video  training,  the  ER  nurse
manager  and  I will  meet  with  each  interdisciplinary  group  to review  their  roles  in  the
identification  and  care  of  a suspected  or  known  trafficking  patient.  During  these
sessions,  each  employee  will  receive  a packet  of  information  including  the  human
trafficking  red  flags  and  barriers  to disclosure  documents,  the  human  trafficking  red  flag
checklist,  and  the  CFs  document.  The  nurse  manager  and  I will  educate  staff  on  each
document  and  how  they  play  a role  in  identifying  and  treating  potential  trafficking
victims.  These  individual  huddle  sessions  will  serve  as a place  to ask  questions  about  the
video  content,  discuss  barriers  and  resolution,  and  gather  and  facilitate  further  role-
specific  educational  needs  to ensure  success.  After  completion  of  the  individual  sessions,
I will  attend  10 interdisciplinary  staff  huddles  to discuss  concepts,  answer  questions,  and
ensure  from  a group  perspective  that  the  team  is comfortable  with  their  roles  in
identifying  and  escalating  red  flags  associated  with  human  trafficking,  incorporating
trauma-informed  elements  of  care  and  Watson's  (2008)  CFs  into  their  care  of  patients  in
the  ER  setting.  Additionally,  I will  plan  to attend  other  unit  huddles  (mid  shift)
periodically  beginning  5 days  post-implementation  to check  in,  answer  questions,  hear
successes,  hear  opportunities,  and  provide  coaching  and  clarification  on  topics  as
required.  My  attendance  at unit  huddles  will  be ongoing  through  the  90-day  pilot.
During  that  time,  I will  gather  feedback,  further  clarify  education  and  needs,  and  work
with  staff  as required  to finesse  their  ability  to  pick  up  on  red  flags  and  care  associated
with  potential  victims.  Simultaneously,  the  ER  nurse  manager  and  I will  develop  and
implement  simulation  scenarios.  These  scenarios  will  allow  multidisciplinary  staff
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members  to utilize  and  reinforce  newly  acquired  skills  to reinforce  concepts  related  to
caring  for  a suspected  trafficking  victim.  The  simulations  will  also  allow  us to evaluate
the  effectiveness  of  the  training  videos,  education  materials,  processes,  and  comfort  level
of  staff  while  facilitating  group  learning  through  dialogue  and  shared  experiences.
Training  will  involve  multidisciplinary  staff  working  in  the  ER. In  addition  to
simulations,  staff  will  also  complete  a post-assessment  survey,  identical  to the  pre-
assessment  survey  to gauge  the  effectiveness  of  the  new  tools  and  concepts.  The  main
employee  groups  and  how  they  will  interact  with  patients  or  receive  training  are  outlined
in  the  next  section.
Training  Groups
All  staff  with  the  potential  to interact  or observe  a patient  in  the  ER  setting  will  be
included  in  human  trafficking  training  and  receive  a training  packet  in  addition  to the
video  education  modules  and  pre-and  post-assessment  evaluations.  The  key  to
identification  is observation.  All  staff  working  in  the  ER  setting  will  be trained  on  the
red  flags  associated  with  human  trafficking,  barriers  to disclosure,  the  human  trafficking
red  flag  checklist  and  how  to approach  patients  utilizing  a trauma-informed  approach
infused  with  Watson's  (2008)  CFs.
*  Registrars:  Trained  on  red  flags,  they  may  observe  red  flags  in  the  general
waiting  area  as well  as in  their  intake  discussions.  In  their  role  specific  sessions,
they  will  be trained  to approach  each  patient  from  a trauma-informed  perspective
infused  with  Watson's  (2008)  CFs.  They  will  also  be trained  how  to respond  if
they  notice  human  trafficking  red  flags  and  how  to incorporate  the  red  flags
human  trafficking  checklist  form  into  their  patient  handoff  to the  medical  staff.
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Implementation  of  the  project  will  include  a red  flags  human  trafficking  checklist
form  to be placed  inside  each  chart.
*  Security  Guards:  Security  Guards  fulfill  three  separate  roles  in  the  ER:
o Monitor  patient  and  visitor  check-in  to the  general  waiting  area.
o Monitor  the  behavior  of  patients  and  respond  to any  other  out  of  control
situations.
o Respond  to codes  indicating  out  of  control  patients  within  the  ER  and
other  areas  of  the  hospital.
All  security  guards  will  be trained  to observe  for  and  escalate  human  trafficking
red  flags  in  the  general  waiting  room  area  and  inside  the  ER. The  security  guards
will  also  receive  training  how  to approach  a patient  in  a trauma-informed  manner
combined  with  Watson's  (2008)  CFs  to safeguard  all  involved.  Police  will  be
involved  as needed,  but  their  involvement  will  be initiated  by  nursing  staff,  except
in  the  case  of  an emergency.
*  Nurses:  Assess  and  monitor  for  human  trafficking  red  flags  in  any  patient  within
the  human  trafficking  target  age  range  of  16-24.  They  are  educated  on  the  human
trafficking  red  flags,  barriers  to disclosure,  human  trafficking  red  flag  checklist,
how  to approach  a patient  utilizing  Watson'  s (2008)  CFs  combined  with  TIC
elements,  and  finally  how  to utilize  the  human  trafficking  resources  for  patients.
Education  will  also  incorporate  discussion  about  being  in  tune  with  the  verbal  and
non-verbal  aspects  of  the  patient.  Nurses  obtain  an appropriate  interpreter  and  are
culturally  sensitive  to the  needs  of  the  patient.  They  are in  tune  with  the
mandatory  reporting  requirements  and  are comfortable  having  that  discussion
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with  patients.  Nurses  should  approach  the  patient  in  a trauma-informed  manner
being  sensitive  to the CFs  with  the goal  of  developing  a relationship  with  the
patient  whereby  education  and resources  can  be shared.  They  provide  for  acute
care  needs,  as required,  and  understand  it  is not  their  mission  to rescue  a victim  of
trafficking  but  are present  to care, educate,  and  provide  resources.
*  Health  unit  coordinators,  scribes,  behavioral  staff,  environmental  services  (ES),
lab,  nutrition  services  and  others  not  directly  caring  for  a patient:  They  must
remain  vigilant  in  their  monitoring  of  patients  and  visitors.  They  must  be
observant  for  the  red flags  of  human  trafficking  and  utilize  the  human  trafficking
red flag  checklist  located  in each  patient  chart  if  red  flags  are observed.  They
must  know  how  to interact  with  patients  utilizing  a trauma-informed  approach
infused  with  elements  of  Watson's  (2008)  CFs  with  even  the simplest  of
interactions  as patient  responses  and  behaviors  may  not  match  the interaction.
*  Social  Workers:  the role  of  the social  worker  (pediatric  and adult)  is yet  to be
defined.  It is important  to involve  the social  worker,  but  institutionally  the  role  of
the social  worker  in  a trafficking  case is ill-defined  as the resources  they  utilize
are not  helpful  when  relating  to a trafficking  case.  Social  workers  generally
manage  custody  iSsues and  other  aspects  of  care, such  as patient  holds,  various
patient  commitments,  custody,  and other  issues.
*  Physicians:  those  participating  in the education  must  have  completed  the  pre-
assessment  and  video  education  and can recognize  red flags  associated  with
human  trafficking.  They  must  understand  the  barriers  to disclosure  and  how  to
incorporate  trauma-informed  elements  combined  with  Watson's  (2008)  CFs  in
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their  interactions  with  patients  creating  a calm,  caring  approach  for  the  patient
promoting  a trusting,  healing,  and supportive  environment.  They  must  understand
mandatory  reporting  requirements,  if  the patient  is a minor,  and be comfortable
having  that  discussion  with  patients.  The  physicians  must  understand  the time
commitment  associated  with  these  patients  and  the  multifaceted  issues  in which
they  present  for  care. The  physicians  must  also understand  they  too  may  not
rescue  a patient  from  the situation,  but  may  consider  the encounter  a success  if
education  and  resources  are presented.  They  must  understand  they  are part  of  a
team  caring  for  this  population.
Implementation  of  this  project  will  initially  be a combined  effort  between  the  ER
nurse  manager,  ER  Nurse  Practice  Council,  and me. The  ER  Nurse  Practice  Council  is
an eight-member  team  consisting  of  nurses  who  practice  in the  ER  and guide  practice
decisions  on the unit.  The  project  will  follow  a performance  improvement  methodology
of  plan,  do, study,  act, so the exact  scope  of  the  project  can  be understood  by phase,  and
metrics  applied.  I do not  anticipate  any  implementation  issues  on behalf  of  staff  outside
of  the physician  group.  The  ER  staff  is verbalizing  excitement  to learn  more  about  the
human  trafficking  patient  population.  Currently,  the  project  lacks  the support  of  the ER
physician  medical  directors  as they  still  believe  human  trafficking  is an issue  outside  of
the community  this  hospital  resides  in,  and  thus  the ER  is not  affected.  In  response,  the
ER  nurse  manager  and  I will  include  the  physician  group  in the  training  plan  but  are
unable  to mandate  training  as they  are not  employed  by  the  same  company  as other  ER
staff.  The  training  of  the  physician  group  will,  therefore,  be optional.
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A:[ter  staff  finish  with  the  baseline  pre-assessment  and  education  videos/webinar,
the  next  step  will  be to reinforce  the  human  trafficking  red  flags,  barriers  to care,  TIC
elements,  the  human  trafficking  model,  and  introduce  staff  to Watson's  (2008)  CFs  by  e-
mailing  the  content  included  in  the  appendices  in  an education  packet  for  staff.  The
education  packet  will  then  be reviewed  with  each  multidisciplinary  team  during  their
shift-to-shift  huddles.  In  addition  to the  education  packet,  the  ER  Unit  Practice  Council
will  create  a poster  outlining  the  concepts  in  the education  packet  to  re-enforce  content,
and  provide  another  method  for  education  and  reinforcement.  This  type  of  varied
reinforcement  considers  different  adult  learning  styles  and  allows  multiple  opportunities
for  staff  to reinforce  concepts,  generate  discussion,  and  learn  more  about  the  overall
human  trafficking  population.
After  staff  has  received  their  role  specific  training,  the  ER  nurse  manager  and  I
will  reach  out  to department  managers  and  request  to attend  t}ieir  department  staff
meetings.  These  meetings  allow  managers  to hear  how  the  project  is affecting  their  roles,
detect  barriers,  determine  how  to eliminate  them,  and  hear  project  successes  in  providing
a positive  outcome  or  experience.  Attending  department  staff  meetings  also  allows
focused  time  for  questions  versus  attending  short  unit  huddles  prior  to the  initiation  of  a
shift.  I will  ensure  a meeting  agenda  goes  out  to staff  to allow  ample  time  for  question
and  discussion  topics  to be prepared.
As  a reminder,  because  the  health  care  industry  is just  beginning  to mobilize
around  the  issue  of  trafficking,  standardized  tools  (education,  assessment,  resource
documents)  do not  exist.  The  anti-trafficking  community  is developing  education  and
tools  for  health  care  workers,  much  of  it  confined  within  individual  health  systems.  This
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trend  will  continue  to be non-standard  until  the  industry  can  create  vetted  tools  approved
for  use in  the  health  care  setting.  The  intent  is to develop  one  governing  body,  such  as
the  HEAL  Trafficking  network,  to endorse  an education  tool  for  the entire  country  to
utilize  resulting  in  consistent  messaging  and  education  at the  national  level.  Cunently,
there  are  varying  messages  and  standards  depending  on  budget  and  development  ability,
internal  professional  culture,  and  other  individual  health  care  system  discrepancies  and
constraints.  I am  confident  our  organization  will  get  there,  as health  care  is on  the  cusp  of
recognizing  and  responding  to human  trafficking.  One  major  step  is getting  the
information  dispensed  and  educating  health  care  workers  about  human  trafficking.  Like
the  standardized  vetted  assessment  tool  currently  being  researched,  standardized
education  will  be forthcoming.
Caring  for  a patient  suspected  to be a victim  of  trafficking  is a multidisciplinary
effort  requiring  discretion,  communication,  teamwork,  and  intentional  caring  to ensure
optimal  outcomes  for  potential  victims.  Education  on  the  basics  of  human  trafficking  as
well  as more  intricate  elements  requires  desire,  commitment,  and  time.  The  ER  nurse
manager  and  ER  Unit  Practice  Council  along  with  the  L&D  nurse  manager  at the  facility
support  the  training  effort  to help  front-line  staff  recognize  potential  trafficking  victims.
The  need  is always  present  but  currently  heightened  as Minnesota  anticipates  the
Professional  Golfers'  Association  (PGA)  tournament  and  2018  Super  Bowl  festivities.
Large  national  events,  such  as these,  are  known  to increase  human  trafficking  activity  in
host  cities.  The  ER  will  complete  their  training  in  early  fall  of  2017  so they  are familiar
and  have  time  to get  familiar  with  these  new  tools  and  concepts  prior  to the  2018  Super
Bowl  and  PGA  event.  It  would  be effective  to reach  out  to the  Miru'ieapolis  Police
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Department  Human  Trafficking  Division,  the  Minnesota  Human  Trafficking  Task  Force,
and  other  local  groups  to begin  a partnership  and  dialogue  about  these  upcoming  events
and  efforts  to support  victims  if  they  enter  this  facility  seeking  care.  The  ability  to
efficiently  maintain  the  safety  of  a victim  while  connecting  the  person  with  resources  is
imperative  to provide  the  best  care  possible  to this  marginalized  patient  population.
Chapter  Four  will  provide  an evaluation  of  the  project.
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Chapter  Four:  Evaluation  and  Personal  Reflection  of  the  Practice  Project
Chapter  Three  outlined  the  project  to implement  a Human  Trafficking  Response
Plan  within  a Level  Two  trauma  ER  at a 600-bed,  academic  medical  center  in  the
Midwest.  The  Human  Trafficking  Response  Plan  is a project  intended  to prepare  and
guide  multidisciplinary  hospital  staff  in  response  to caring  for  a known  or suspected
human  trafficking  victim.  The  main  elements  of  the  project  include  education  for
multidisciplinary  staff  to ensure  a common  baseline  understanding  of  human  trafficking,
to help  recognize  cornrnon  red  flags  associated  with  trafficking  victims,  and  to
understand  barriers  victims  have  in  disclosing  their  situation.  Also  included  are  tips  to
approach  assessment  and  discuss  trafficking  with  a patient  utilizing  trauma-informed
elements  along  with  the  infusion  of  Watson's  (2008)  CFs  and  a toolkit  of  human
trafficking  interventions  or  resources  that  may  aid  a known  or  suspected  victim.  This
chapter  will  review  the  evaluation  process  of  the  implementation  for  an ER  protocol  for
victims  of  human  trafficking,  reflect  on  aspects  that  could  have  been  done  differently,
and  discuss  significant  information  and  insights  gained.
Evaluation  Process
To evaluate  the  effectiveness  of  the  human  trafficking  education  component  of
the  project,  the  ER  nurse  manager  and  I, in  conjunction  with  the  Nurse  Practice  Council,
will  assess  knowledge  using  pre-and  post-  paper  surveys.  The  effects  of  the  education
intervention  will  be determined  by  comparing  the  pre-and  post-survey  results.  To  utilize
existing  resources,  I posted  a question  via  the  HEAL  Trafficking  listserv  inquiring
whether  group  members  had  an existing  pre-and  post-education  assessment  tool  this
project  could  utilize.  A  prominent  researcher  in  the  fight  against  human  trafficking
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responded,  shared  her  survey  tool,  and  authorized  its  use  (see  Appendix  G). As
explained  in  Chapter  Three,  I will  use  the  same  format  and  content  of  the  pre-made  tool
but  again  will  change  the  term  sex  trafficking  to human  trafficking  to encompass  all  areas
of  human  trafficking.  In  both  surveys,  participants  are asked  a total  of  eight  questions.
In  the  pre-survey  assessment,  the  first  three  questions  seek  to understand  the  participant's
knowledge  of  human  trafficking  prior  to the  education  intervention  in  contrast  to  the  post
education  survey,  which  seeks  the  participant's  knowledge  of  human  trafficking  after
receiving  human  trafficking  education.  The  pre-and  post-assessment  questions  are
multifaceted  and  answered  based  on  a 5-point  Likert  Scale  ranging  from  no la'iowledge
on  the  low  end  to complete  knowledge  or expert  on  the  high  end  of  the  scale.  The  first
question  asks  participants  their  level  of  knowledge  of  12 aspects  of  human  trafficking.
The  question  has  multiple  components  and  covers  content  from  definition  and
background  to prevalence,  identification  of  victims,  and  finally  the  victim  referral
process.  The  second  question  gauges  participants'  knowledge  of  trauma-informed  care,
whether  they  understand  the  importance  of  observing  for  human  trafficking,  and  if  they
know  how  common  it is for  a victim  to encounter  a health  care  professional.  These
answers  are also  captured  via  a 5-point  Likert  Scale  of  ranging  from  strongly  disagree  on
the  low  end  to strongly  agree  on  the  high  end  of  the  scale.  The  third  question  asks  the
participants'  beliefs  about  five  human  trafficking  components:  (a) one's  comfort  level
asking  patients  about  trafficking,  (b)  one's  ability  to recognize  human  trafficking  signs
and  symptoms,  (c)  one's  ability  to implement  resources,  (d)  one's  knowledge  of  the
principles  of  TIC,  and  (e)  how  common  they  feel  it is that  a trafficking  victim  seeks
health  care.  Similarly,  as with  the  previous  survey  questions,  the  answers  are captured
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via  a 5-point  Likert  Scale  with  answers  ranging  from  strongly  disagree  to strongly  agree.
The  remaining  five  survey  questions  are more  basic,  seeking  participant  demographic
information  such  as gender,  race,  professional  field,  and  years  of  experience  in  that  field.
The  answers  to these  questions  are captured  with  the  participant  choosing  pre-defined
answers  or  filling  in  the  blank.  For  this  project,  I will  change  the  multidisciplinary  roles
listed  in  the  existing  survey  to match  the  roles  identified  in  Chapter  Three  as critical  to
this  project.  The  same  survey  will  be conducted  with  the  participants  after  human
trafficking  education  is complete  via  a post-test.  The  pre-and-post  survey  results  will  be
compared  to rate  effectiveness  of  the  human  trafficking  education  video  content.
Another  method  of  evaluation  will  be to evaluate  staff  simulation  sessions  of
trafficking  scenarios.  The  simulation  scenarios  will  follow  the  video  education,  which
includes  basic  human  trafficking  information,  and  the  education  packet  initiation,  which
includes  educational  material  on  red  flags  commonly  associated  with  victims,  barriers  to
victim  disclosure,  the  red  flag  checklist  document,  and  education  on TIC  elements
infused  with  Watson's  (2008)  CFs. The  simulation  sessions  allow  staff  to conduct  real-
time  responses  to a trafficking  situation  utilizing  elements  of  what  they  have  learned
through  the  focused  education  efforts.  Each  scenario  will  incorporate  elements  of  the
training,  tracked  by  the  simulation  developer,  such  as the  accompaniment  of  a controlling
partner,  observable  tattoos,  or other  flags.  Actors  will  portray  the  victim  and  trafficker,
and  the  scenarios  developed  will  resemble  as real  a scenario  as possible.  The  simulations
will  be videotaped  and  formally  debriefed  with  all  participants  so they  can  increase  their
knowledge  through  video  playback,  analysis,  and  discussion  with  the  organization's
simulation  team,  who  are experts  in  simulation  and  debrief  protocols.  The  ER  nurse
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manager  and  I will  do further  analysis  to measure  how  many  pre-defined  elements  staff
noted  being  involved  in  the  scenario.  The  simulation  process  will  follow  the  standardized
process  in  place  at the  hospital  for  other  controlled  simulation  sessions  on  other  units
utilizing  this  interactive  learning  technique.  Simulation  results  will  be more  of  a
subjective  analysis  but  will  give  the  creators  and  evaluators  an indication  of  needed
education  reinforcement  and  a sense  of  what  the  participants  understood.  The  number  of
red  flags  and  other  pre-determined  elements  identified  during  the  simulation  will  yield
objective  data  to help  determine  where  reinforcement  of  concepts  is needed.
A  third  step  in  the  evaluation  process  will  incorporate  a human  trafficking  red  flag
notification  tool.  A  form  that  identifies  the  common  red  flags  associated  with  human
trafficking  with  checkboxes  next  to each  choice  will  be placed  in  each  patient  chart  by
the  registrar  or  individual  who  creates  an ER  patient's  physical  chart.  A  patient
identifying  label  will  be on  each  form  allowing  the  ability  for  a chart  review  later.  If
anyone  in  the  ER  observes  a red  flag(s)  commonly  associated  with  human  trafficking,  he
or she will  access  the  paper  chart  and  check  the  box  on the  form  corresponding  to  the
witnessed  red  flag.  This  form  can  be discussed  with  the  RN  or  physician  during  the
patient  handoff  to a medical  professional,  prompting  the  medical  professional,  possibly
without  verbal  discussion  to manage  discretion,  to be attentive  to this  patient  and  specific
aspects  of  the  person's  situation.  The  heath  care  provider  can  also  initiate  a discrete
clarifying  conversation  with  the  witness  to the  observed  red  flag,  so it  can  be properly
documented  and  followed  up on. The  form  is then  placed  in  a pre-determined  location  on
the  ER  unit  for  the  ER  nurse  manager  or  delegated  personnel  to review.  This  human
trafficking  red  flag  notification  tool  is a dual-purpose  document  allowing  a general  idea
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of  how  many  patients  exhibit  observable  red  flags  and can  be compared  to zero  patients
prior  to pre-education.  This  manual  tracking  of  patients  is helpful  because  an electronic
patient  indicator  is not  available  to track  potential  human  trafficking  patients.  The  tool
can also  provide  a soft  indication  of  prevalence  in  the patient  population,  which  might
guide  education  and future  initiatives.  As  with  any  manual  process,  some  patients  may
be missed  by  the reporting  tool  because  of  process  deviation  related  to human
involvement.  The  manual  chart  reviews  will  also  indicate  interventions  implemented,
which  would  be recorded  in  an Excel  spreadsheet  for  future  analysis.  Most  efforts  for
evaluation  will  follow  a manual  fornnat  initially  as data  is needed  to indicate  prevalence
before  more  formal  system  resources  can be requested  and obtained.  This  is standard  for
any  grassroots  effort  within  the organization.
Critical  Reflection
When  I reflect  on  this  project,  I am struck  by  my  own  lack  of  knowledge  and
awareness  related  to the issue  of  human  trafficking  and  the intricate  nature  of  the  various
layers  of  human  trafficking.  It seems  the more  I learn,  the  more  I must  learn.  The
concept  of  human  beings  forced  to engage  in a sexual  or physical  activity  is
overwhelming.  More  overwhelming  is learning  the  brutal  tactics  a trafficker  will  utilize
to obtain  money  without  regard  for  another  human  being.  As  a nursing  leader,  I am left
with  a sense  that  eradicating  human  trafficking  is monumental.  As  one person,  I
recognize  it  is more  than  I can change,  considering  the multiple  layers  associated  with
each  scenario.  The  complexity,  combined  with  health  care  organizations'  or  industry's
resistance  to getting  involved,  appears  at times  insurmountable.  I had an  opportunity  to
join  the  Minnesota  Human  Trafficking  Taskforce  and attend  their  meetings.  I also  joined
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the  HEAL  Trafficking  network,  attended  their  meetings,  webinars,  and  spent  time  talking
on  the  phone  and  at the  national  trafficking  conference  with  the  founders  of  this  valuable
organization.  Attending  these  events  reminds  me  of  other  grassroots  efforts  or  quality
improvement  projects  active  in  the  institution,  such  as efforts  to reduce  pediatric  adverse
events,  improve  the  response  time  in  plan  development  for  pre-term  labor  patients,  and
eradicate  of  Clostridium  Difficile  bacteria  and  catheter-associated  urinary  tract  infections
associated  with  hospital-acquired  infections.  These  initiatives  convince  me  that
significant  change  starts  with  one  idea  and  potentially  one  champion  and  illustrate  the
power  of  one.
If  I simply  look  at the  institution's  efforts  and  commitment  to prevent  adverse
events,  I see an organization  committed  to patients'  safety.  I see system  resources
dedicated  to the  education  and  training  of  every  staff  who  encounters  a pediatric  patient
to reduce  errors  and  as a result  patient  harm.  I see the  vision  of  one  person  who  saw  a
need,  educated  others  to see his  or  her  vision,  sought  the  expertise  of  the  Children's
Hospital  Collaborative,  and  jumped  into  a nationwide  effort  to put  in  place  a process  to
raise  awareness  to reduce  patient  harm.  As  a result,  an error  prevention  program  is in
place  that  each  employee  who  will  interact  with  a pediatric  patient  must  attend  through
department  training  or as a new  employee.  As  an organization  and  unified  team
providing  care  to pediatric  patients,  staff  collectively  agree  and  pledge  that  patients
should  not  encounter  harm  while  in  their  care.  I am  hope'ful  this  level  of  commitment
will  one  day  apply  to the  care  and  treatment  of  human  trafficking  victims.
I am  also  struck  by  the  prevalence  of  human  trafficking  and  the  lack  of
demographic  specificity.  Going  into  the  project,  I had  to examine  my  own  bias  and
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assumptions.  My  assumptions  included  a belief  that  most  trafficking  involved
commercial  sex  and  did  not  consider  forced  marriage,  child  soldiering,  and  labor  and
organ  procurement.  I assumed  most  victims  were  in  developing  countries  and  were  poor
and  marginalized.  I assumed  adults  were  more  frequent  victims  than  children.  Even
though  I knew  better,  I assumed,  most  people  protect  their  children.  Through  education,  I
realize  one  demographic  does  not  cover  victims  of  human  trafficking;  it  is happening
globally,  and  the  US  and  Germany  are  the  largest  contributors  based  on the  wealth  of  the
countries  (Hachey  &  Phillippi,  2017).  I also  recognize  this  a demand-oriented  problem,
and  thus  demand  is driving  supply.  To  eradicate  the  issue,  dealing  directly  with  those
driving  the  demand  for  this  activity  is necessary.  I believe  the  power  of  one  can  evoke
agreement,  at least  witin  the  organization,  that  every  human  being  deserves  a life  free  of
coercion,  exploitation,  and  trafficking.  That  is at least  a place  to start.
As  a nursing  leader,  I feel  called  to evoke  change.  As  a result,  I became  involved
with  local  and  national  organizations  that  are working  to educate  and  eradicate  human
trafficking  through  grassroots  efforts.  I am  hopeful  that  by  increasing  my  visibility,  I can
raise  awareness  and  educate  on  the  prevalence  of  human  trafficking  not  only  in  the
hospital  environment  but  all  facets  of  healthcare.  I became  connected  with  global  leaders
who  are  tirelessly  working  to make  a difference  in  the  lives  of  those  at risk.  I had  the
opportunity  to attend  the 15th aru'iual  Freedom  Network  USA  Human  Trafficking
conference  in  April  2017,  where  I had  the  humbling  experience  to learn  that  the  federal
government,  law  enforcement,  and  the  hospitality  industry  are far  ahead  of  the  health  care
industry  in  their  response  to human  trafficking.  Often  the  only  nurse  in  the  room,  I could
not  have  been  more  disappointed  and  frustrated  with  the  healthcare  industry.  My  feelings
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are supported  by  Hachey  and  Phillipi  (2017)  who  stated,  "lack  of  training  and  education
has been  identified  as a barrier  for  health  care  professionals  to recognize  human
trafficking  victims  and  implement  needed  health  care  services"  (p. 31). Grace  et al.
(2014)  suggested  that  existing  venues  in  healthcare  should  be used  to educate  health  care
providers.  They  specifically  referred  to physician  providers,  but  I would  take  that  one
step  further  to include  the  need  for  all  medical  programs  to educate  health  care  providers
(nursing,  medical,  support  staff).  Grace  et al. reported  that  "a  short,  single-session
educational  presentation  statistically  significantly  increased  knowledge  about  human
trafficking  and  what  to do about  a potential  victim"  (p. 859).  Grace  et al. further  added,
"this  short  intervention  also  sensitized  providers  to the  signs  and  symptoms  of  possible
victims"  (p. 859).  The  discussion  is underway  nationally  to include  mandatory  education
for  physicians  and  other  health  care  workers.  The  Illinois  State  Medical  Board  is
requesting  medical  school  curriculum  development  from  the  American  Medical
Association(Graceetal.,2014).  Alani(2017)reportedFloridaandMichigannow
require  healthcare  workers  to receive  training  on  human  trafficking  as part  of  their
licensure  process.  This  is a start.  The  work  of  Grace  et al. (2014)  gives  me  hope  that  by
educating  a group  of  multidisciplinary  staff  and  providing  a written,  up-to-date  resource
to help  with  referrals,  ER  staff  might  recognize  victims  of  human  trafficking  and  change
the  trajectory  of  their  life.  If  staff  recognize  one  person,  that  is a measure  of  project
success
What  Would  I Do  Differently?
A  key  learning  for  me  on  this  project  is to involve  the  professionals  within  the
HEAL  Trafficking  network  earlier  to help  me  design  the  project,  assist  with  physician
TRAFFICKING  VICTIMS  IN  THE  EMERGENCY  ROOM 73
buy-in,  and  develop  a path  that  involved  experts  and  available  resources.  Instead,  I
started  the  project  independently  and  spent  valuable  time  gathering  information,  making
contacts,  and  attempting  to find  resources.  In  retrospect,  this  may  have  been  necessary  to
fully  understand  the  scope  of  human  trafficking  in  this  industry  and  make  worthwhile
relationships.
In  the  health  care  industry,  many  grassroots  efforts  are  underway  in  response  to
human  trafficking.  Grassroots  is the  stark  reality  of  where  the  health  care  industry  is in
this  work,  but  it  needs  to start  somewhere.  While  working  on  the  project,  I was
conscious  new  research,  resources,  and  articles  were  available.  It  was  difficult  to draw  a
line  when  to stop  accumulating  new  resources  and  use the  resources  I had  access  to and
maintain  the  scope  of  my  project.  The  resources  for  addressing  human  trafficking  are
continually  changing,  which  is positive.  An  example  is the  incorporation  of  the  HEAL
Trafficking  Network  Protocol  Toolkit  released  in  the  spring  of  2017.  This  resource  was
implemented  after  this  project  was  designed  and  made  available  to me  by  Dr.  Stoklosa,  a
founding  member  of  the  organization.  The  resource  is valuable  in  guiding  institutions
through  the  process  of  creating  a formal  referral  manual  for  trafficking  victim
intervention.  It is the  first  document  template  created  for  this  purpose.  Extensive  and
thorough,  it  is a valuable  resource  for  those  providing  care  and  intervention  to human
trafficking  victims.  I will  incorporate  the  guide  as a future  step  developing  a Human
Trafficking  Resource  Manual.  It  will  take  extensive  time  and  dedicated  resources  to
gather  the  information.  Dr.  Stoklosa  and  Dr.  Chisolm-Straker,  founders  of  the  HEAL
Trafficking  network,  were  invaluable  in  their  efforts  to educate  me  on  the  topic  of  human
trafficking  and  guide  this  project  in  accordance  with  their  expert  knowledge.
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One  of  the  most  significant  things  I would  do differently  involves  the  origination
of  the  overall  project  vision.  I shared  the  vision  at the  ER  nurse  manager/director  level
versus  the  leadership  at the  executive  level.  Starting  at the  director/manager  level
allowed  hospital  units  to opt  in  and  out  of  the  project  at will.  The  adult  ER  opted  in.  The
pediatric  ER  opted  out. Homer  (2015)  stated  about  pediatric  nurse  practitioners,  "DMST
is clearly  a pediatric  health  problem  that  all  pediatric  health  care  providers,  including
PNPs,  must  be able  to identify"  (p. 91). As  a peer  nursing  leader,  I was  not  able  to
influence  the  pediatric  ER  leadership  on  the  potential  prevalence  of  human  trafficking  in
the  pediatric  patient  population.  Due  to time  constraints,  I also  did  not  have  time  to re-
approach  the  issue  at the  executive  leadership  level.  I feel  my  initial  approach  to the
manager/director  leadership  level  also  put  up  a barrier  with  the  Center  for  Safe  and
Healthy  Children  work  group.  I fear  the  group  saw  this  project  infringing  on  their  area  of
expertise.  That  was  not  intentional  as their  efforts  are geared  toward  child  abuse  and
neglect  as opposed  to human  trafficking.  I see human  trafficking  as a different  lens  to
view  abuse  but  recognize  that  like  the  health  care  industry,  this  group  is not  geared  to
focus  on  human  trafficking  now.  Again,  due  to time  constraints,  I did  not  have  time  to
rectify  my  position  with  this  group.  Similarly,  due  to my  original  approach,  the  adult  ER
physician  group  also  downplayed  the  need  for  this  type  of  work  within  the  populations
they  serve.  This  left  the  physician  group  in  an optional  position  to participate  in  the
project.  I am  hopeful  that  through  the  project,  as staff  identify  victims,  physicians  will
realize  the  need  for  this  work  and  voluntarily  participate
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My  Changed  Vision
As  a nursing  leader  and  L&D  nurse  manager,  I see the  need  for  this  work  to
continue  and  a formal  approach  to human  trafficking  be implemented  in  my  hospital  and
every  medical  facility  across  the  country.  In  the  short  time,  I have  been  involved,  I have
educated  many  about  human  trafficking.  I am  encouraged  how  many  people  want  to
listen,  learn,  and  are  seeking  information.  The  staff  in  L&D  is asking  me  to present  this
work  so they  can  be prepared  to intervene  in  the  event  they  interact  with  a victim.
Through  my  minimal  discussions  with  them,  the  staff  understands  they  should  be more
vigilant  to the  signs  of  human  trafficking  but  lack  the  education  to  know  what  they  are.  I
am  encouraged  by  the  work  of  organizations  like  the  HEAL  Trafficking  network  and
countless  other  organizations  throughout  the  country  actively  working  to make  a
difference  in  the  lives  of  victims.  I am  no longer  overwhelmed  by  the  layers  of
complexity  that  encompass  human  trafficking  but  am  energized  by  the  passion,  devotion,
and  strength  of  those  who  are  taking  steps  to change  the  healthcare  industry's  response  to
human  trafficking.  I feel  I can  help  effect  that  change.  Hall,  Stevens,  and  Meleis  (1994)
echoed  my  sentiment  when  they  asserted  the  future  of  nursing  as dependent  upon  the
discipline's  ability  to impact  diverse  communities  and  meet  the  health  care  needs  of  the
most  vulnerable  citizens.  Human  trafficking  victims  certainly  fall  into  the  category  of  the
most  vulnerable.  The  power  of  one  has  the  power  to impact  many.  The  impact  the
nursing  profession  has  in  the  healthcare  industry  is limitless  and  can  truly  impact  the  lives
of  others.
Evaluating  the  effectiveness  of  this  project  will  guide  the  direction  of  :[uture
initiatives  to aid  victims  in  my  hospital  community.  Projects  like  this  are  groundbreaking
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in raising  organizational  awareness  and setting  the stage  for  fuhire  resource  allocation
and institutional  support.  Utilizing  resources  already  established  in the community  while
supporting  and  promoting  new  community  efforts  will  promote  institutional  and
community  standgds,  strong  partnerships,  and  provide  a sense of  unity  in  the  approach  to
combating  human  trafficking  in  the community.  Obtaining  the  appropriate  project
sponsorship  is vital  to ensure  the appropriate  level  of  organizational  support.  One  person
can start  a movement.  The  power  of  one is powerful  enough  to evoke  change  in  how
organizations  perceive  members  of  their  community  and guide  visionary  and strategic
direction,  including  conclusions  and implications  from  this  type  of  work.  The  power  of
one is also  powerful  enough  to plan  for  the health  and safety  of  future  populations.
Those  conclusions,  implications,  and  plans  for  the future  will  be highlighted  in  the  next
chapter.
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Chapter  Five:  Conclusions,  Implications,  and  Plans  for  Future
The  overarching  goal  of  this  project  is to raise  human  trafficking  awareness  in  the
ER  by educating  multidisciplinary  staff  to recognize  human  trafficking  red flags.  In
addition,  ER  staff  should  be able  to determine  an assessment  approach  that  encourages  a
foundation  of  trust  and  the  best  approach  to provide  interventions  to suspected  or
confirmed  human  trafficking  victims.  This  chapter  will  focus  on next  steps for  this
project  and implications  to advance  nursing  practice  as it relates  to human  trafficking.
Next  Steps
It  is difficult  to determine  the  prevalence  of  human  trafficking  due to the
clandestine  nature  of  the activity,  ER  staffs'  inability  to recognize  victims,  and  the
inability  to identify  victims  in  the electronic  health  record  for  future  analysis.  It is
imperative  staff  be educated  to recognize  the common  human  trafficking  red  flags,  so
they  can  comfortably  and calmly  approach  a suspected  or confirmed  victim.  In addition,
staff  should  have  efficient  and accurate  intervention  information  to link  suspected  victims
with  those  who  can  help  them.  The  way  to accomplish  this  is being  able  to recognize  the
signs  someone  may  be a victim  of  trafficking.
Determining  Prevalence
Multidisciplinary  ER  staffs'  ability  to recognize  the  red  flags  noted  with  human
trafficking  victims  may  change  the  trajectory  of  a patient's  life  and be the catalyst  for  the
patient  to alter  his or her  course.  The  human  trafficking  red  flag  checklist  form  becomes
a valuable  tool  to alert  medical  staff  a patient  might  be a human  trafficking  victim  as well
as to track  the prevalence  of  suspected  trafficking  in  patients  who  visit  the ER. The  red
flags  document  would  be the only  record  that  a concern  for  liuman  trafficking  exists  and
TRAFFICKING  VICTIMS  IN  THE  EMERGENCY  ROOM 78
ensures  the case can  be referenced  in a deeper  chart  review  format  in  the future.  Until  a
more  effective  tool  is in  place  to track  and follow  up on prevalence,  this  tool  should
remain  in  practice.
Resource  Toolkit
Concurrent  with  education  on human  trafficking,  this  project  will  incorporate  a
resource  toolkit  of  interventions  capable  of  being  independently  tailored  to victims  of
human  trafficking.  Each  trafficking  victim's  situation  is unique  and requires  tailoring
resource  intervention  with  individual  needs. Access  to a toolkit  type  reference  book  with
phone  numbers,  organization  names,  and contacts  along  with  national  and community
resources  such  as the National  Human  Trafficking  Hotline,  will  aid staff  in more
efficiently  obtaining  the  resources  necessary  to safely  provide  resource  options  to
victims.  The  intent  is for  ER  staff  to use the  toolkit  to efficiently  and  effectively  link
victims  with  resources  to aid  their  journey  toward  freedom.  Once  staff  can recognize  the
red flags  associated  with  human  trafficking  and become  more  comfortable  alerting  those
signs  to medical  staff,  the  logical  next  question  is what  does  one do in response  to a
victim's  needs?
In  2017,  the HEAL  Trafficking  network  released  the  first  toolkit  template  for  use
with  human  trafficking  victims.  This  template  will  be the source  document  for  the
creation  of  a Human  Trafficking  Resource  Toolkit  for  this  project.  The  template  takes  an
organized  approach  to identifying  community  and federal  resources  to aid  victims  in the
coinrnunity.  Once  a human  trafficking  victim  is identified,  it is much  more  efficient  to
link  patients  needing  services  with  available  community  and  national  resources.
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Baldwin,  Barrows,  and  Stoklosa  (2017)  provided  a toolkit  template  that  can  be accessed
from  the  HEAL  Trafficking  network  website.
The  toolkit  takes  a practical  approach  to accessing  institutional  and community
resources  and  works  in  conjunction  with  protocols  and policies  already  in  place.  Much  of
this  work  started  with  protocols  developed  to respond  to domestic  violence  instances.  A
future  step in this  work  will  be to utilize  the toolkit  template  and create  a manual  of
references  to aid  ER  staff  in providing  resources  to patients  they  suspect  to be victims  of
human  trafficking.  Currently,  the institution  is not  equipped  to efficiently  handle  a
human  trafficking  victim  presenting  to the ER  department  outside  of  caring  for  acute
physical  or psychosocial  injuries.
The  toolkit  has the following  sections:
Introduction
Steps  for  Protocol  Development
Protocol  Components
Guidance  on Moving  Forward
The  introduction  section  of  the  toolkit  template  provides  a brief  validation  of  the need  for
this  type  of  resource  and  the need  for  every  healthcare  institution  to create  a response
plan.  The  resource  toolkit  aims  to provide  safe spaces  where  victims  can receive  health
care,  receive  education  about  their  options,  and gain  empowerment  to make  choices
affecting  their  health  and  well-being  (Baldwin,  Barrows,  & Stoklosa,  2017).  The
protocol  introduction  reminds  that  laws,  training,  and eradication  efforts  are constantly
changing.  Consequently,  this  document  needs  to be maintained  if  it is to be an accurate
and effective  resource  to staff.  The  ER  nurse  manager  will  initially  assign  a staff  member
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within  the department  to maintain  this  toolkit.  The  template  will  be adapted  to the
current  ER  resources  because  resources  will  differ  by  the institution  and  possibly  the
victim's  geographical  source  (home  country,  county).
Toolkit  Development
The  template  guides  the resource  developer  to think  through  various  local
resources  that  may  help,  such  as law  enforcement,  shelters,  legal  aid,  and clothing.  When
the ER  nurse  manager  and  I initially  create  this  resource  template,  we  will  need  to focus
on resources  in the specific  county  the  hospital  is located.  A  future  goal  will  be to have  a
resource  toolkit  for  all  counties  served,  as resources  vary  from  one county  to the  next.
The  toolkit  template  is extensive  and exhaustive,  which  results  in an accurate  and  helpful
tool  to use in  the limited  time  one  may  have  with  these  patients.  Efficiency  is key.
The  next  step in creating  the resource  toolkit  document  will  be to engage  project
and community  stakeholders  to help  drive  the  project's  effectiveness.  The  template
encourages  the institution  to build  relationships  with  medical  and  non-medical
community  stakeholders  that  may  partner  to help  a victim  (housing,  mental  health,  legal
aid,  employment).
The  final  step in this  portion  of  the template  is to define  the  roles  of
multidisciplinary  staff  within  the facility  when  they  respond  to a human  trafficking
situation.  Like  having  a rapid  response  team  for  medical  situations,  the ER  nurse
manager  and  I will  look  to implement  a multidisciplinary  human  trafficking  response
team  to address  human  trafficking  situations.  The  ER  nurse  manager  and I will  need  to
determine  who  will  be called,  the  response  time,  the staff  role  expectations,  and  how  to
maintain  the Health  Information  Protection  Privacy  Act  compliance.  In addition,  staff,
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patient,  and  unit  safety  and  other  initiatives  specific  to the  organization  will  be
considered.
Protocol  Components
The  template  then  moves  to the  creation  of  protocol  components.  The  first  step  in
this  process  is to determine  how  to identi:ty  patients  at risk  for  trafficking.  As  described
previously,  staff  will  learn  signs  of  trafficking  through  a combination  of  video  education,
written  resources,  and  staff  huddles  with  multidisciplinary  teams  where  they  will  be
trained  to readily  recognize  human  trafficking  red  flags.
Next,  the  ER  nurse  manager  and  I will  need  to explore  a strategy  for  interviewing
patients  at high  risk  and  a plan  to obtain  necessary  resources  (interpreter,  cultural
considerations,  and  gender).  The  key  here  is for  staff  to remember  the  use of  TIC
principles  and  elements  of  Watson's  (2008)  CFs  in  the  approach.  We  will  also  develop
strategies  to separate  the  patient  from  anyone  accompanying  him  or her.  For  this  portion
of  the  project,  the  ER  nurse  manager  and  I will  plan  quarterly  simulations  for  staff  to
walk  through  and  practice  the  techniques  and  knowledge  inherent  in  the  topic  of  human
trafficking,  so when  faced  with  the  real  scenario,  the  process  will  be familiar.  Quarterly
simulations  will  need  to be budgeted  and  developed  annually.  Because  human  trafficking
patients  may  present  for  care  on  occasion,  ensuring  staff  remain  competent  in  their  skills
will  be an ongoing  concern  and  managed  through  unit  competency.  A  request  will  be
made  to include  human  trafficking  education  in  the  organization's  annual  mandatory
learning  modules.
The  next  component  of  the  toolkit  calls  for  the  developer  to manage  the  safety
planning  aspects  of  care.  The  plan  will  be to partner  with  local  law  enforcement,
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security,  risk  management,  social  workers,  and  others  to identify  issues  concerning
safety,  how  to stay  informed  on  community  issues  related  to trafficking,  and  how  to reach
these  resources  in  crisis  and  non-crisis  situations.  Along  with  the  safety  of  the  facility,
other  patients,  and  staff,  it is equally  important  to understand  how  to build  a safety  plan
with  the  patient.  Safety  planning  with  the  patient  involves  helping  the  person  establish
priorities  and  think  about  current  and  future  safety  needs,  such  as health  risks  and
physical  safety.  Risk  management  and  security  personnel  must  be informed  of  the  results
of  this  discussion  if  there  is an ongoing  safety  concern  while  a victim  is in  the  facility.
Once  safety  is established,  plaru'iing  a multidisciplinary  exam  is next.  This  exam
might  include  a physician  and  nursing  staff  completing  a physical  exam  and  conducting
testing  (HIV,  sexually  transmitted  diseases,  and  pregnancy)  or  addressing  other  acute
medical  issues.  A  team  member  should  also  make  the  patient  aware  of  medical  resources
available  outside  of  the  facility  if  ongoing  care  or follow-up  is necessary.  The  National
Human  Trafficking  Hotline  is a 24-hour  resource  that  is instrumental  in  developing  safety
plans  for  victims  and  connecting  victims  with  local  community  resources  (shelter,
regional  navigators,  and  food  banks).  This  resource  is nationally  funded  and  can  assist
the  staff  in aiding  a victim  or help  the  victims  themselves.  The  hotline  is accessible
through  a phone  call,  or  victims  can  make  a connection  via  text  message.
The  final  step  in  protocol  planning  is the  discharge  of  the  patient.  The  guide
encourages  the  development  of  routine  discharge  planning.  This  plan  should  provide  for
follow-up  visits,  outreach  resources,  check-ins  with  regional  navigators,  and  arming
victims  with  resources  to change  their  situation,  if  desired,  in  a manner  that  is safe  for
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them.  Regional  navigators  are  employees  of  the  health  department  who  are  posted
throughout  the  state  to respond  to trafficking  victims  in  crisis  and  get  them  to safety.
The  guide  encourages  the  resource  developer  to think  through  and  develop  a plan
for  working  with  minor  children.  Within  the  facility  is a resource  called  the  Center  for
Safe  and  Healthy  Children,  a group  that  deals  with  child  abuse.  When  creating  the
resource  protocol  for  the  institution,  it  will  be imperative  to partner  with  this  group,  as
they  would  be a first  responder  if  a victim  under  age 18 is a patient.  This  group  currently
focuses  primarily  on  child  abuse  iSsues  but  should  also  develop  a plan  for  victims  of
trafficking  because  victims  under  age 18 are  not  considered  capable  of  making  the
decision  to engage  in  prostitution  or commercial  sex  activities  (Barrows  &  Finger,  2008).
The  Center  for  Safe  and  Healthy  Children  is an instrumental  resource  in  navigating  child
abuse  and  the  mandatory  reporting  requirements  of  minors.
Documentation  is another  area  for  the  toolkit  developer  to explore.  Toolkit
developers  should  work  with  their  facilities'  Risk  and  Legal  departments  to deternnine
what  documentation  is essential.  Depending  on  the  culture  of  law  enforcement,
documentation  related  to criminal  offenses  committed  while  under  the  control  of  the
trafficker  might  put  the  victim  in  danger  of  being  prosecuted.  It is not  imperative  a
medical  record  include  activity  outside  of  medical  facts.  In  the  case  of  trafficking
victims,  it  is important  for  staff  to recognize  what  is helpful  and  harmful  in  a patient  chart
as the  chart  may  be discoverable.  External  reporting  is another  area  of  discharge  and
documentation  that  should  be further  explored.  Patient  consent  for  all  aspects  of  care  and
notification  should  be obtained  unless  it is a mandatory  reporting  situation,  which  should
be disclosed  to be transparent  (law  enforcement,  FBI,  Homeland  Security,  minor  patient
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issues,  legal  services).  If  it  is determined  the  project  will  continue  beyond  the  90-day
trial,  further  expansion  will  be necessary  to ensure  suspected  or  confirmed  victims  are
adequately  being  recognized,  cared  for,  and  rehabilitated.
Future  Project  Plans
Future  phases  of  this  resource  protocol  will  also  include  a debriefing  form  and
information  about  how  to conduct  a simple  team  debriefing  session  after  care  of  a
trafficking  victim.  Each  situation  will  be unique  and  include  opportunities  to improve
efforts.  Like  a medical  event,  these  situations  should  be debriefed  to understand  if  there
are opportunities  to improve  the  care  provided.  A  general  debrief  includes  a 5-minute
group  discussion  with  the  multidisciplinary  response  team  and  asks  three  general
questions:
1. What  went  well?
2. What  did  not  go well?
3. What  can  we  do better  next  time?
The  debriefing  form  is then  given  to the  ER  nurse  manager  to follow  up on issues,
disseminate  what  was  learned,  and  create  the  best  possible  environment  of  care  for  these
patients.
The  Human  Trafficking  Resource  template  also  encourages  the  resource
developer  to address  ongoing  education  needs  and  strategies  to streamline  the  process  of
caring  for  a suspected  or confirmed  trafficking  victim.  The  developer  should  think
through  the  following:
1. Are  specific  interviewers  needed,  or can  all  staff  stay  competent  with  interview
strategies?
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2. How  will  information  about  specific  scenarios  be shared  with  staff?
3. Will  the department  have  human  trafficking  champions  who  will  have
additional  training?
4. Does  the organization  support  a budget  for  training?
5. Is there  an opportunity  for  grants  associated  with  various  training  or  other
initiatives?
6. How  will  staff  maintain  this  skillset?
Through  this  project,  the ER  nurse  manager  and I will  recommend  to the
Education  Committee  that  human  trafficking  education  be included  in  the employee
annual  required  learning  modules  and should  be included  in  the same  content  section  as
domestic  partner  violence.  Multidisciplinary  ER  staff  should  be provided  ongoing
education  through  annual  unit  competencies  and human  trafficking  simulations.
The  toolkit  is an ever-evolving  document,  meaning  it  will  be maintained
continually  by  an ER  resource  to ensure  accuracy  and efficiency.  Other  resource  material
to aid  victims  can be obtained  (posters,  pocket  cards,  flyers)  and be available  to patients
in various  places  on the unit  (exam  rooms,  bathrooms).
Leaders  in healthcare  are called  to live  the  mission,  vision,  and  values  of  the
organizations  where  they  are employed.  It  is leaders'  responsibility  to understand  the
populations  served  in  their  communities  and  those  that  emerge.  That  responsibility
extends  to marginalized  populations  within  their  communities.  Transformational
leadership  involves  an element  of  examining  the margins  to ensure  the health  and safety
of  all  who  access  health  facilities.  Nurse  leaders  have  an obligation  to ensure  that  staff  is
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educated  and  safe  in  caring  for  human  trafficking  victims  and  that  a tone  of  inclusion,
tolerance,  and  compassion  is established  for  all  populations  served.
Nursing  Implications
Nursing  implications  related  to the  recognition  and  care  of  a human  trafficking
victim  are  vast  and  cover  the  areas  of  research,  identification,  and  care  as well  as
prevention.  To  address  the  issue  of  human  trafficking  from  a public  health  perspective
requires  a huge  educational  campaign,  so everyone  is aware  that  it  exists,  can  recognize
the  recruitment  strategies,  and  can  prevent  someone  from  becoming  a victim.  Nursing
can  be instrumental  in  this  effort  by  providing  school  nurses  with  educational  materials  to
hold  educational  sessions  in  the  schools  they  serve.  Nurses  need  to be educated  to
recognize  victims  of  human  trafficking  in  any  sector  of  health  care  they  practice.  To
accomplish  wider  recognition,  nursing  school  curricula  needs  to incorporate  education  on
human  trafficking  into  their  general  nursing  curriculum.  Funding  for  research  exists,  and
groups  are in  the  process  of  conducting  research  to create  vetted  tools  for  standard  use in
medical  facilities.  Nurses  can  be instrumental  in  grant  writing  and  either  help  with  or
conduct  research  to aid  the  effort  to standardize  education  and  assessment  in  the
healthcare  industry.  Transformational  leaders  recognize  a health  care  need  and  respond
to the  call  to action  to meet  not  only  the  acute  need  at the  bedside  but  a broader  public
health  need.
Human  trafficking,  a form  of  modern-day  slavery,  is a public  health  issue  that
every  healthcare  institution  should  recognize  and  have  a plan  to care  for  victims  if  they
present.  The  prevalence  of  human  trafficking  is widespread  on a global  and  national
scale  witli  the  prime  age for  victims  between  16 -24  years  old. Studies  show  human
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trafficking  victims  o:[ten  seek  medical  care  during  their  time  in  captivity,  primarily  in  the
ER  setting  (Lederer  &  Wentzel,  2014;  Macias-Konstantopoulos,  2016).  This  project
aims  to develop  and  pilot  a human  trafficking  protocol  for  multidisciplinary  staff  to
execute  in  the  event  a trafficking  victim  presents  for  care. The  project  includes  a
component  to educate  multidisciplinary  staff,  working  in  the  ER,  how  to recognize
common  red  flags  associated  with  trafficking  victims,  how  to approach  and  assess  a
suspected  victim  of  trafficking,  and  steps  to create  and  implement  a human  trafficking
resource  toolkit  to quickly  and  efficiently  match  victims  with  resources  that  might  help
them  safely  leave  their  trafficker.  Human  trafficking  protocols  and  responses  are
becoming  prevalent  in  the  disciplines  of  law  enforcement  and  the  hospitality  industry  as
well  as the  U.S.  federal  government.  Healthcare  leaders  competent  in  transformational
leadership  are  called  to identify  when  a response  to marginalized  populations  is in  order
to protect  the  most  vulnerable  patients.  Human  trafficking  victims  are  prevalent  in
society  and  need  healthcare  workers  to provide  education  and  intervention  when  they
present  for  care.
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Appendix  A:  Signs  of  Human  Trafficking
Red  Flags  (Human  Trafficking  Indicators)
*  Delayed  presentation  for  medical  care.
*  Rape  or  gang  rape.
*  Forced  abortion.
*  Discrepancy  between  the  clinical  presentation  or  the  observed  pattern  of  injury
and  the  history.
*  Stated  age older  than  visual  appearance.
*  Marks,  tattoos,  or insignias,  which  may  indicate  a claim  of  ownership  by  another.
*  Evidence  of  any  kind  of  physical  violence,  including  torture.
@ Lack  of  identification  or  the  patient  is not  in  control  of  his/or  her  own
identification  documents  (ID,  Passport).
@ Another  person  has  a controlling  attitude  or is speaking  on  behalf  of  the  patient.
*  Patient  with  language  barriers.
*  Claim  that  the  patient  is just  visiting  the  area  or inability  to clarify  where  she/he  is
residing.
*  Restricted  or controlled  communication.
*  Has  few  or  no personal  possessions.
*  Delay  in  seeking  medical  treatment  or  not  showing  for  follow-up  visits.
*  Lack  of  knowledge  of  whereabouts  and/or  does  not  know  what  city  she/he  is in.
*  Loss  of  sense  of  time.
*  Inconsistencies  in  her/his  story.
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@ Person  accompanying  potential  victim  insist  on being  present,  or giving
information  to healthcare  providers,  speaks  for  the person  and/or  interprets.
*  Lack  of  eye contact.
*  Flat  affect/submissive  demeanor.
*  Recurrent  sexually  transmitted  infections.
*  Multiple  or frequent  pregnancies.
*  Frequent  abortions
@ Work  place  injuries  due  to lack  of  proper  protective  gear,  excessively  long  work
hours,  or heavy  labor  with  limited  access  to food  /drink.
(Dadi,  F., &  Thimsen,  K.,  2015).
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Appendix  B: Associated  Clinical  Problems
A.  Physical  Health
Fatigue
Headache
Chronic  pain  syndrome
Cigarette  burns
Scaring  secondary  to unattended  old  injury
Burns  secondary  to prolonged  sun,  heat,  or  cold  exposure
Skin  rashes,  asthma,  and  other  reactions  from  exposure  to pesticides
Chronic  back  pain
Injuries  secondary  to strangulation
Bruises
Knife  and  firearm  wounds
Fractures  and  traumatic  brain  injuries
Oral  cavity  and  dental  injuries  or  missing  teeth
Vision  and  hearing  impairment  from  lack  of  protective  gear
Unhealthy  weight  loss
Abdominal  complaints
Tropical  diseases  that  may  not  normally  be seen  in  US  and  are untreated
B. Reproductive  Health
ii  Genital  trauma  and  vaginal  pain
a Urinary  tract  infections  (UTIs)
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Repeated  unwanted  pregnancies
Vaginal  bleeding
Complications  from  repeated  or poorly  performed  abortions
Delayed  medical  care or untreated  pelvic  inflammatory  disease  can  result
in  complications  such  as infertility,  ectopic  pregnancy,  chronic  pelvic
pain,  and an increased  risk  of  hysterectomy.
Sexually  transmitted  infections  (e.g.  chlamydia,  gonorrhea,  human
papilloma  virus,  hepatitis  B and C, and HIV/AIDS)
Infectious  diseases  such  as tuberculosis,  intestinal  parasites,  and  hepatitis.
C. Developmental  Health
Delayed  physical  and cognitive  developmental  milestones
Stunting,  vitamin  deficiencies,  and other  consequences  of  chronic  under-
nutrition
Impaired  social  skills
Long-term  effects  of  inadequate  treatment  of  common  childhood  diseases
Dental  cavities
Infectious  diseases  usually  prevented  through  routine  immunization
D. Mental  Health
Withdrawn
Pathological  fear
Panic  attacks
Sleep  disturbances
Sleep  deprivation
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Dissociative  disorders
Depression
Suicidal  thoughts
Agitation
Drug  addiction
Posttraumatic  stress  disorder
Difficulty  to trust  others
(Dadi,  F., &  Thimsen,  K.,  2015).
TRAFFICKING  VICTIMS  IN  THE  EMERGENCY  ROOM 100
Appendix  C: Sex  Trafficking  Pre-Assessment
AWARENESS  OF  SEX  TRAFFICKING
Pre-Training  Survey
COMPLETE  THE  FOLLOWING  SECTION  OF  THE  SURVEY  BEFORE  THE
TRAINING  BEGINS
1. What  is your  level  of  knowledge  about  the  items  below?
(l)  No  Knowledge  (2)  A  Little  Knowledge  (3)  Knowledgeable
(4)  Significant  Advanced  Knowledge  (5)  Complete  Knowledge/  Expert
The  federal  and  state  definitions  of  sex  trafficking  1 2 3 4 5
Terminology  related  to sex  trafficking  (e.g.,  commercially  sexually  exploited  youth,
prostitution,pimp,etc.)  1 2 3 4 5
Factors  that  put  youth  at risk  of  sex  trafficking I 2 3 4 5
Factors  that  protect  youth  against  sex  trafficking  1 2 3 4 5
Strategies  used  to recruit  youth  into  sex  trafficking  1
How  sex  trafficking  impacts  youth  1
2
2
3
3
4
4
5
5
Prevalence  of  sex  trafficking  among  youth  in  my  community
12 3 4 5
Ways  to identify  sex  trafficked  youth 1 2 3 4 5
Ways  to  engage  with  sex  trafficked  youth 1 2 3 4 5
Your  agency's  process  for  identifying  sex  trafficked  youth
12 3 4 5
Your  agency's  referral  process  for  sex  trafficked  youth
1 2 3 4 5
Services  available  in  my  community  to treat  sex  trafficked  youth
123 4 5
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2. What  are your  beliefs  about  the items  below?
(1) Strongly  Disagree  (2)  Disagree  (3)  Don't  Know  (4)  Agree  (5) Strongly  Agree
Sex  trafficking  education  is important  for  resident  physician  training.
1 2 3 4 5
I feel  comfortable  with  my  understanding  of  trauma  informed  care  and  how  it applies  to
sex trafficking  victims.
1 2 3 4 5
It is important  for  physicians  to have  a victim-centered,  trauma-informed  approach  when
treating  sex trafficking  victims.
1 2 3 4 5
I believe  it is common  for  sex trafficking  victims  to encounter  health  care professionals
while  they  are being  trafficked.
1 2 3 4 5
3. What  are your  beliefs  about  the items  below?
(l)  Strongly  Disagree  (2)  Disagree  (3)  Don't  Know  (4)  Agree  (5) Strongly  Agree
I am confident  that  I could  raise  the question  of  sex trafficking  with  a patient.
1 2 3 4 5
I understand  and can  recognize  common  indicators,  signs  and symptoms  of  a sex
trafficking  victim.
1 2 3 4 5
If  I identify  a sex trafficking  victim,  I know  where  to find  community  and national
resources,  or a resource  list,  for  the patient.
1 2 3 4 5
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I believe  it  is common  for  sex  trafficking  victims  to encounter  health  care  professionals
while  they  are  being  trafficked.
12345
I understand  the  principles  of  victim-centered  care  and  can  apply  it  when  working  with  a
patient  who  has  experienced  sex  trafficking.
12345
4.What  is your  gender?
5.What  is your  race/ethnicity?  (Circle  all  that  apply)
African  American
American  Indian/Alaska  Native
Asian/Pacific  Islander
Caucasian
Hispanic/Latino(a)
Other  (write  in)
6.What  is your  current  field  of  work?  (Please  circle  one)
Child  Welfare
Juvenile  Justice
Legal  Community
Education
Law  Enforcement
Service  Provider
Community  Member
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Other  (write  in)
7.What  is your  current  position  within  your  field?  (Please  circle  one)
State-Level  Administrator
Local-Level  Supervisor  or  Administrator
Caseworker
Child  Protective  Investigator
Probation  Officer
Judge
Child  Welfare  Attorney
Parent  Attorney
Child  Attorney
Guardian  ad Litem  (GAL)
Court  Appointed  Special  Advocate  (CASA)
Teacher
Counselor
Law  Enforcement  Officer
Victim  Advocate
Mental  Health  Provider
Trafficking  Treatment  Provider
Shelter/Housing  Service  Provider
Foster  Care  Provider
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Foster  Parent
Spiritual/Religious  Leader
Doctor
Nurse
Resident  (Medicine)
Sex  Trafficking  Survivor
Business  Owner
Other  (write  in)
8.How  long  have  you  worked  in  your  current  field?  Years
Months Does  Not  Apply
END  OF  PRE-TRAINING  SURVEY
Thank  you  for  your  participation!
U.S.  Department  of  Health  and  Human  Services  Administration  for  Children  and
Families.  (n.d.).
TRAFFICKING  VICTIMS  IN  THE  EMERGENCY  ROOM 105
Appendix  D:  Barriers  to Disclosure
*  Fear  of  the  trafficker  harming  them  or  their  family  members.
*  Fear  of  being  released  back  to  the  trafficker.
*  Fear  of  being  sent  back  to a prior  abusive  environment.
*  Prior  unsuccessful  attempts  to leave  or escape.
*  Young  age and  feeling  overwhelmed  and  frightened.
*  Stigma  and  shame.
*  New  to the  country  or  area  creating  uncertainty  regarding  geographic  location.
*  Language  barriers  combined  with  lack  of  availability  of  a trusted  professional
interpreter
*  Physical  or  mental  illness/disability.
*  Cultural  or  religious  prohibitions  against  speaking  up.
*  Sexual  orientation  or lifestyle.
*  Inability  to speak  privately  with  the  health  care  provider.
*  Unfamiliarity  with  the  health  care  system.
*  Distrust  of  authority  figures,  including  those  in  health  care.
*  Economic  reasons.
*  Lack  of  safe  options  post  disclosure.
*  Fear  of  deportation,  lack  of  legal  documentation,  or  prior  criminal  record.
(Dadi,  F.,  &  Thimsen,  K.,  2015).
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Appendix  E: Trauma  Informed  Care  Principles
To be aware  of  the  trauma  associated  with  all  forms  of  human  trafficking  and its
impact  on the general  well-being  of  the  trafficked  person.
A  readiness  to learn  and accept  the  effects  that  traumatic  experiences  can  have  on
the victim's  attitude,  behavior,  and  perception  of  his or her  body.
Preparing  appropriate  space  and time  that  will  provide  the level  of  comfort  and
safety  needed  for  trafficked  victims  to disclose  traumatic  events.
To be competent  to address  violence  and traumatic  events  in a safe  and  sensitive
way  - not  to re-traumatize.
Provide  integrated  care and  promote  continuity  of  care  by facilitating  referral  to
medical  and non-medical  services.
Trauma  -  Informed  Care  Approach
Provide  welcoming  and supportive  clinical  environment  (trained  staff,  literature
posters,  and factsheets  in different  languages).
Arrange  an environment  that  provides  the patient  with  the level  of  safety  needed
to answer  intimate  questions  regarding  potential  abuse  and to disclose  other
concerns.
Assign  trained  health  care staff  possessing  the knowledge,  attitude,  and skill  to
provide  trauma  informed  care.
Communicate  to the  patient  her/his  rights  verbally  and in writing,  and reassure
confidentiality.
Don't  be judgmental  - show  acceptance  and  understanding;  continually  make  eye
contact.
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Share  information  about  common  responses  to trauma  and  normalize  the situation
when  the victim  expresses  differing  emotions.
Assess  the level  of  literacy  and language  comprehension  of  the patient
respectfiilly  and  tailor  communication  tools  (visual  aids  and other  tools)  based  on
your  assessment.
Explain  and  inform  the patient  about  what  will  happen  during  the exam  clearly
and in a simplified  manner,  making  sure  that  the  patient  understands  the
information.
Reiterate  the voluntary  nature  of  the clinical  history  taking,  physical  exam,  and
any  procedures  or other  treatments  offered.
Provide  clear  explanation  about  any  procedure  or treatment,  reiterating  the
patient's  right  to refuse  treatment  at appropriate  stages  during  complicated,
lengthy,  or stress:tul  procedures.
Be familiar  with  established  procedures  and  refer  to existing  protocols  about
referring  patient  to other  health  services  and support  organizations.
Promote  access  to network  of  resources  and community  support  groups.
(Dadi,  F., &  Thimsen,  K.,  2015).
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Appendix  F: Watson's  Carative  Factors
Exploring  Jean  Watson's  Carative  Factors  explains  how  Watson's  theory  is being  applied
to clinical  nursing  care.  Nurses  are using  this  framework  to provide  effective  and  efficient
nursing  care  that  strengthens  clinical  practice  by  providing  structure  and  guiding
professional  nursing  practice  (Rexroth  &  Davidhizar,  2003).
Watson's  Carative  Factors
1. Formation  of  a humanistic-altruistic  value  system.  Nurses  should  treat  all  patients  as
they  are  and  respect  their  values,  even  if  they  are  different  from  their  own,  and  treat
patients  and  their  family  as if  they  are a member  of  their  own  family.  In  doing  so, this
gives  satisfaction  through  giving  and  creates  the  extension  of  the  sense  of  self.
2. Instillation  of  faith-hope.  Incorporation  of  individual  cultural  faith  traditions  in
assisting  patients  with  acceptance  of  current  health  status  is a part  of  providing  holistic
care,  and  individualizing  patient  care  will  facilitate  the  promotion  of  positive  health
between  the  nurse  and  the  patient.
3. Cultivation  of  sensitivity  to one's  self  and  to others.  Nurses  have  the  ability  to identify
personal  needs  or values  and  differentiate  them  from  patient  to patient.  Recognizing
differences  promotes  self-actualization  through  acceptance  of  others.
4. Development  of  a helping-trusting  human  care  relationship.  This  entails  the  use  of
effective  communication  skills  to express  one's  feelings,  to be accepting  and  perceptive
of  others'  feelings  and  consciously  becoming  involved  with  patients  and  their  families'
lives  and  issues.  This  is essential  for  transpersonal  caring  and  the  expression  of  both
positive  and  negative  feelings  in  the  nurse-patient  relationship.
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5. Promotion  and  acceptance  of  expression  of  positive  and  negative  feelings.  This  is a
risk-taking  experience  for  the  patient  and  nurse  as both  must  be prepared  for  either
positive  or  negative  feedback.  Nurses  should  allow  patients  and  their  families  to tell
them  how  they  really  feel  without  judging.
6. Systematic  use of  creative,  scientific  problem-solving  caring  process.  Promoting
shared  problem-solving,  teaching  and  self-care;  and  coaching,  guiding,  informing,
explaining,  and  giving  feedback  to the  patients  are all  a part  of  providing  nursing  care.
This  type  of  decision-making  uses  the  nursing  process  to bring  a scientific  problem-
solving  approach  to nursing  care.
7. Promotion  of  interpersonal  teaching  learning.  Nursing  engages  a teaching  and  learning
environment  where  continuous  education  of  staff  and  patients  is always  happening
Nurses  must  also  remember  that  they  can  all  learn  from  each  other,  every  day.
8. Provision  for  supportive,  protective,  or  corrective  mental,  physical,  sociocultural,  and
spiritual  environment.  Nurses  recognize  that  both  internal  and  external  enviroi'irnents
influence  an individual's  health  and  illness.  The  nurse  provides  a safe,  emotional,
spiritual,  and  physical  environment  for  healing,  while  incorporating  all  disciplines  in
care. Multidisciplinary  team  members  play  a part  in  providing  a healing  environment.
9. Assistance  with  gratification  of  human  needs.  Nurses  recognize  the  order  of  needs
such  as food,  elimination,  and  ventilation  before  they  can  advance  to higher
psychophysical  and  psychosocial  needs,  allowing  for  gratification  of  human  needs,  both
emotional  and  pliysical.
10.  Allowance  for  existential-phenomenologic-spiritual  forces.  Nurses  have  an
acceptance  of  spiritual  beliefs,  which  may  be different  from  their  own.  Allowing  for
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beliefs  in things  they  can't  explain  helps  nurses  have  a better  understanding  of  their
spiritual  self.
(Rexroth  &  Davidhizar,  2003)
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Appendix  G: Sex Trafficking  Post-Assessment  Survey
AWARENESS  OF SEX  TRAFFICKING
Post-Training  Survey
COMPLETE  THE  FOLLOWING  SECTION  OF THE  SURVEY  AFTER  THE
TRAINING  ENDS
l.What  is your  level  of  knowledge  about  the items  below?
2
(1)  No  Knowledge  (2) A  Little  Knowledge  (3)  Knowledgeable
(4)  Significant/  Advanced  Knowledge  (5) Complete  Knowledge/  Expert
The  federal  and state  definitions  of  sex trafficking  1
Terminology  related  to sex trafficking  (e.g.,  commercially  sexually  exploited  youth,
prostitution,  pimp,  etc.)  1 2 3
3 4
4
5
5
Factors  that  put  youth  at risk  of  sex trafficking  1
Factors  that  protect  youth  against  sex trafficking  1
Strategies  used  to recruit  youth  into  sex trafficking  1
2
2
2
3
3
3
4
4
4
5
5
5
How  sex trafficking  impacts  youth 1 2 3 4 5
Prevalence  of  sex trafficking  among  youth  in my  community
12 3 4 5
Ways  to identify  sex trafficked  youth 1 2 3 4 5
Ways  to engage  with  sex trafficked  youth l 2 3 4 5
Your  agency's  process  for  identifying  sex trafficked  youth
1 2 3 4 5
Your  agency's  referral  process  for  sex trafficked  youth
1 2 3 4 5
TRAFFICKING  VICTIMS  IN  THE  EMERGENCY  ROOM 112
Services  available  in  my  community  to treat  sex  trafficked  youth
l 2 3 4 5
2. What  are your  beliefs  about  the  items  below?
(l)  Strongly  Disagree  (2)  Disagree  (3)  Don't  Know  (4)  Agree  (5)  Strongly  Agree
Sex  trafficking  education  is important  for  resident  physician  training.
1 2 3 4 5
I feel  comfortable  with  my  understanding  of  trauma  informed  care  and  how  it  applies  to
sex  trafficking  victims.
I 2 3 4 5
It  is important  for  physicians  to have  a victim-centered,  trauma-informed  approach  when
treating  sex  trafficking  victims.
1 2 3 4 5
I believe  it is common  for  sex trafficking  victims  to encounter  health  care  professionals
while  they  are being  trafficked.
1 2 3 4 5
3. What  are  your  beliefs  about  the  items  below?
(1)  Strongly  Disagree  (2)  Disagree  (3)  Don't  Know  (4)  Agree  (5)  Strongly  Agree
I am  confident  that  I could  raise  the  question  of  sex  trafficking  with  a patient.
1 2 3 4 5
I understand  and  can  recognize  common  indicators,  signs  and  symptoms  of  a sex
trafficking  victim.
1 2 3 4 5
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If  I identify  a sex trafficking  victim,  I know  where  to find  community  and  national
resources,  or a resource  list,  for  the patient.
12345
I believe  it is common  for  sex trafficking  victims  to encounter  health  care  professionals
while  they  are being  trafficked.
12345
I understand  the  principles  of  victim-centered  care  and  can  apply  them  when  working
with  a patient  who  has experienced  sex trafficking.
12345
4.What  is your  gender?
5.What  is your  race/ethnicity?  (circle  all  that  apply)
African  American
American  Indian/Alaska  Native
Asian/Pacific  Islander
Caucasian
Hispanic/Latino(a)
Other  (write  in)
6.What  is your  current  field  of  work?  (please  circle  one)
Child  Welfare
Juvenile  Justice
Legal  Community
Education
Law  Enforcement
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Service  Provider
Community  Member
Other  (write  in)
7.What  is your  current  position  within  your  field?  (please  circle  one)
State-Level  Administrator
Local-Level  Supervisor  or  Administrator
Caseworker
Child  Protective  Investigator
Probation  Officer
Judge
Child  Welfare  Attorney
Parent  Attorney
Child  Attorney
Guardian  ad Litem  (GAL)
Court  Appointed  Special  Advocate  (CASA)
Teacher
Counselor
Law  Enforcement  Officer
Victim  Advocate
Mental  Health  Provider
Trafficking  Treatment  Provider
Shelter/Housing  Service  Provider
Foster  Care  Provider
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Foster  Parent
Spiritual/Religious  Leader
Doctor
Nurse
Resident  (Medicine)
Sex Trafficking  Survivor
Business  Owner
Other  (write  in)
8.How  long  have  you  worked  in your  current  field?  Years Months
Does  Not  Apply
END  OF POST-TRAINING  SURVEY
Thank  you  for  your  participation!
U.S.  Department  of  Health  and Human  Services  Administration  for  Children  and
Families.  (n.d.).
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